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ATRESIA OF THE ESOPHAGUS with or without These factors and others introduce an element 
tracheoesophageal fistula presents a challenge of choice in such phases of management as tim- 
in surgical management out of all proportion ing of operative intervention, definitive or 
to the simplicity of the anatomic defect. The temporarily palliative operation, anesthesia, 
variety of associated problems in the realms of _ nasogastric feeding tubes, gastrostomy, esopha- 
physiology, pathology, and anatomy erects so = gostomy, and immediate or delayed procedures 


many barriers to success that the over-all man- _— designed to save the situation when primary 
agement of atresia of the esophagus has become = anastomosis of the esophagus is not feasible. 

a criterion of competence for both individual Finally, elements of postoperative care seem- 
surgeon and institution in the field of pediatric | ingly unimportant in the over-all management 
surgery. of so complicated a situation may be the factors 


To the obvious absolute necessity of relieving responsible for eventual survival. 
the esophageal obstruction and correcting the 
one or more abnormal communications usually  "STORIGAL REVIEW 
present between esophagus and trachea, one Before 1939 long term survival of the infant 
must frequently add a consideration of the — with atresia of the esophagus was not possible. 
following: prematurity, immaturity, additional § Only a gastrostomy was offered to such an infant, 
congenital anomalies immediately or perhaps and 100 per cent mortality, usually due to 


later incompatible with life, associated congen- = pneumonitis, resulted. Although the anomaly 
ital anomalies not incompatible with life but | was well known and described many times, 
requiring eventual surgical management, pneu- attempts to correct the lesion were sporadic. 


monia, concomitant medical illness, and iatro- The systematic effort using a multiple stage 
genic lesions caused by immediate neonatal mis- operation was first well described by Lanman 
management. in 1936. His first 30 patients all failed to survive 
as he reported in 1940 (24). In 1939 the first 

From the Surgical Clinic of The Children’s Hospital of Phila- 


delphia and the Harrison Department of Surgical Research, surviving patients Were operated upon by 
School of Medicine, University of Pennsylvania, Philadelphia. Leven (25) and by Ladd (21), both workers 
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using multiple stages in this therapeutic ap- 
proach. The method consisted of closure of the 
tracheoesophageal fistula, followed by a gastros- 


tomy and marsupialization of the proximal seg- — 


ment of the esophagus. Subsequent attempts to 
bridge the gap between the cervical esophagus 
and the stomach were confined to the construc- 
tion of an antethoracic artificial esophagus of 
skin as utilized by Ladd and Swenson (22) and 
also reported by Lam (23). Jejunum was utilized 
by Longmire (29) and stomach by Rienhoff (36). 

Later, the transpleural approach was utilized 
to carry out an esophagoplasty in which the 
stomach was brought up into the chest by 
Sweet (43) and by Gross (11), whereas Harrison 
(16) interposed a segment of jejunum and Sand- 
blom (38) interposed a segment of colon. 

Cameron Haight (15) on March 15, 1941 
performed the first successful primary end-to- 
end anastomosis of the esophagus for correction 
of atresia. Soon reports appeared of repeated 
successes by the same author (12). The work by 
Haight and some of his early followers in the 
United States stimulated surgeons in other parts 
of the world to use the technique of primary 
anastomosis. In Europe reports of successes with 
this method came not earlier than 1947. At the 
same time Ten Kate (46) of Holland, Franklin 
(7) of England, and Sandblom (38) of Sweden 
all reported initial successes. Soon, correction of 
the tracheoesophageal fistula and primary end- 
to-end anastomosis became a generally accepted 
technique in the operative management of the 
infant born with esophageal atresia. 


FREQUENCY 


The frequency of atresia of the esophagus is 
variably stated as 1 in 800 (2), 1 in 2,500 (39), 
1 in 3,300 (10), 1 in 4,400 (15), and 1 in 
12,000 (31). Obviously the frequency is very 
difficult to determine but a perusal of the litera- 
ture would indicate that perhaps 1 in 3,300 
represents a fair estimate based upon a careful 
analysis of neonatal statistics (10). The diagnosis 
of atresia of the esophagus frequently is sus- 
pected shortly after delivery because of excessive 
nasopharyngeal mucus and the appearance of 
cyanosis. Inasmuch as the cyanosis clears with 
the aspiration of nasopharyngeal mucus and 
administration of oxygen only to recur shortly 
thereafter with the reaccumulation of secretions, 
recurrent cyanosis may be the basis for diagnosis. 
Certainly diagnosis should not be delayed be- 


yond the time of the first feeding when it is ob. 
vious that the child’s initial intake does not find 
its way to the stomach but instead is regurgitated 
in the midst of a spasm represented by choking 
and coughing and frequently accompanied by 
cyanosis (18, 20). 


DIAGNOSIS 


Confirmation of the diagnosis can usually be 
achieved by the passage of a soft radiopaque 
rubber catheter followed by a roentgenogram 
which shows that instrument coiled in the upper 
blind pouch of esophagus (18). All investigators 
agree that the use of barium as an opaque ma- 
terial for diagnosis should be avoided but most 
of them use an iodized oil to confirm the diag. 
nosis either by injecting it into a catheter which 
itself is used to outline the pouch (5) or by letting 
the infant take a few cubic centimeters by mouth 
(2). Attention must be called to the fact that ex- 
cessive oil can be aspirated into the tracheo- 
bronchial tree with deleterious effects because 
of the viscidity of the opaque material. For this 
reason opaque oil injected into the blind pouch 
of the esophagus for diagnosis should be as- 
pirated immediately thereafter, if it is used at all. 

The procedure of passage of a catheter and 
confirmation of diagnosis by roentgenography 
is subject to pitfalls but also may provide addi- 
tional information. If a tracheoesophageal fistula 
is present without atresia, the catheter passes 
easily into the stomach and, naturally, with 
atresia ruled out as a possibility, the diagnosis of 
a pure tracheoesophageal fistula may be pos- 
poned for some time (42). A congenital diver- 
ticulum of the esophagus has caused confusion 
in the diagnosis of atresia (32). Roentgeno- 
graphic examination of the thorax in the new- 
born usually includes the upper abdomen, and 
the appearance of air in the bowel when there 
is esophageal atresia indicates the presence of 
a tracheoesophageal fistula. However, Haight 
(12) has seen an infant with no air in the gastro- 
intestinal tract in spite of the fact that it did 
have a tracheoesophageal fistula. 

Vogt (49) was probably the first to call atten- 
tion to the anatomic types of atresia of the 
esophagus. In type 1 the esophagus is absent. 
In type 2 there is esophageal atresia with an 
upper and a lower pouch and no accompanying 
tracheoesophageal fistula. In type 3A there is 
atresia of the esophagus with a fistula between 
the upper pouch and the trachea. Type 3B is 
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the most common variety; it consists of atresia of 
the esophagus with a fistula between the trachea 


ed and the lower esophageal segment at the level of 
ns the carina. In type 3C there is a combination of 
“i the previous two types with fistulous communi- 
cation between both upper and lower pouches 
and the trachea. Type 4 represents the pure 
tracheoesophageal fistula without esophageal 
atresia. 
ue Air in the proximal esophagus can give some 
* hint as to the size of the upper esophageal 
pouch, indicating to some extent the expected 
°'S BF case or difficulty of the operative procedure in 
= those cases in which the lower segment of esoph- 
124 agus is assumed to be attached to the trachea at 
a8- the carina. 
ich 
ing PREMATURITY AND ASSOCIATED ANOMALIES 
a Atresia of the esophagus is commonly com- 
~ & plicated by prematurity. From 25 per cent (11) 
sie to 46 per cent (10) of the infants in various series 
his have been found to be premature, with prema- 
a turity defined as a birth weight of less than 5 


pounds. Clatworthy (4) believes that patients 
with atresia of the esophagus are born earlier 
than normal infants and heavy babies are 


- certainly not the rule, 90 per cent of them 
di. weighing less than 7 pounds (20). Rehbein and 
“a Yanagiswa (34) have reported 100 per cent 
i mortality in infants weighing less than 2,000 


grams as has Haight (12) who considers that a 
weight under 4 pounds or prematurity of more 
than 3 weeks is a definite contraindication to 
definitive operation in the newborn period. 
Swenson (45) has reported survival in 1 infant 


weighing 2 pounds 4 ounces and Longmire (28) 
ss has reported a survival in a child of 1,400 grams. 


The finding of polyhydramnios in mothers of 
these infants was described by Ten Kate (47) 
and has been emphasized by Clatworthy (4). 

As is true of many major congenital anom- 
alies, atresia of the esophagus is associated with 
other major defects, although this view is not 
held by all who have reported large series (4). 
The associated defects are often multiple and 
some are incompatible with life. Concomitant 
serious anomalies have been variously reported 
from 21 per cent to 31 per cent (9, 10, 20). Ina 
series of 233 patients reported by Gross (11) 
cardiac defects were found in 28, defects of the 
anus in 23, intestinal obstruction in 13, and 
major genitourinary anomalies in 13. That asso- 
ciated anomalies contribute seriously to the 
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mortality has been noted by several investiga- 
tors. In Humphrey’s series as reported by Gold- 
man and Papper (10), patients weighing more 
than 2,500 grams and without serious concom- 
itant anomalies had an 84 per cent survival, 
whereas the group from the Toronto Sick 
Children’s Hospital (42) found that in a series 
of 138 patients, 15 of 46 deaths were caused by 
the associated conditions. 


PNEUMONITIS 


Because of the aspiration of nasopharyngeal 
mucus immediately after birth as well as the 
aspiration of any ingested feeding, pneumonia 
is a concomitant finding in all patients with 
atresia of the esophagus. The attitude of investi- 
gators to the pneumonitis varies considerably 
from statements that no case is hopeless and 
pneumonitis is no contraindication to operation 
(2) to the point of view that operations should be 
postponed and supportive treatment given in an 
attempt to improve the pulmonary situation (5). 
There is no question but that a meticulous en- 
dotracheal toilet will do much to improve the 
situation for the baby with aspiration pneumo- 
nitis. In a careful analysis of deaths of patients 
with atresia of the esophagus, Gertz and Winkel- 
Smith (9) reported pulmonary complications as 
the cause in 7 of 39 deaths in a series of 67 pa- 
tients. All had good anastomoses and the cir- 
cumstances of their death have led these investi- 
gators to abandon the use of an iodized oil in 
preoperative diagnosis. In his report in 1944 
Haight (12) considered cyanosis to be a contra- 
indication t6 operation, a point of view which 
has been refuted by Potts (33). 

The constant concomitant finding of pneu- 
monitis has led to controversy over the greatest 
threat to continuing pneumonitis: regurgitation 
from the gastrointestinal tract via the fistula or 
aspiration of excessive nasopharyngeal secre- 
tions. Sandegard (39) and Shaw and his co- 
workers (40) recommend the use of Fowler’s 
position to prevent regurgitation and rely upon 
mechanical removal of the nasopharyngeal se- 
cretions to prevent aspiration. Haight (13) re- 
ported before the American College of Surgeons 
in 1956 that he preferred to ligate the fistula in 
youngsters who were to undergo delayed surgical 
procedures and to keep the children in Tren- 
delenberg’s position to prevent aspiration. At- 
tention has been called to the distended stomach 
that is found in some of these babies (40) and a 
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gastrostomy advised if the baby is to be without 
definitive operation for a long period of time, 
especially if there is to be transportation to a 
surgical center. Certainly as soon as it is feasible 
after anastomosis and while the baby is still 
under anesthesia, the stomach should be aspi- 
rated by means of a nasogastric catheter. Broad 
spectrum antibiotics have been recommended 
to combat pneumonitis by many (42). Various 
supportive measures are mentioned by almost 
all who write on the subject of atresia of the 
esophagus and include the use of Vitamin K, 
antibiotics, oxygen, and an atmosphere of high 
humidity. Special attention to the prevention 
and treatment of atelectasis by change of posi- 
tion is mentioned by some (47) and low to no 
fluid intake advised by others (1, 40). 


TIMING OF OPERATIVE PROCEDURE 


Agreement has not yet been reached with re- 
gard to the timing of operative intervention. 
There has been a gradual change in the attitude 
of a decade ago that operative intervention 
should represent an emergency procedure. 
DeBoer and Potts (5) suggest an emergency 
operation only if the lungs are clear. Most 
surgeons with experience in this procedure 
suggest a period of 12 to 24 hours to stabilize the 
patient (9, 39). Clatworthy (4) believes that no 
more than 12 hours should elapse between 
admission and operation, whereas Gross (11) 
thinks that periods as long as 36 hours might be 
necessary especially if pneumonitis is severe. 
Roberts (37) has studied the deaths occurring 2 
weeks after operation with regard to age at the 
time of operation and found no increase with 
delay up to the age of 5 days. We have had 1 
patient, 14 days old at the time of operation 
and without previous support, who survived 
primary anastomosis. This result indicates that 
there are tremendous individual differences in 
the patients and that the severity of the pneu- 
monitis or the dehydration must play a role in 
the decision. Certainly the preparation of the 
usual infant for operation reaches a point of 
diminishing returns after a lapse of more than 
12 hours in most instances. 


GASTROSTOMY 


In the early experience after successful primary 
anastomosis of the esophagus, gastrostomy be- 
came almost routine for feeding purposes and 
was carried out either at the time of initial 
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operation on the esophagus or a day later, in 
which case it was usually performed under local 
anesthesia. As early as 1952, Ten Kate (47) 
recommended that gastrostomy should not be 
used routinely and suggested that it be used 
only if the anastomosis were insecure or under 
undue tension. Routine gastrostomies, usually of 
the Stamm variety, are recommended by most 
workers (34, 39, 42, 45), and Rehbein and 
Yanagiswa (34) thought there were indications 
for the use of a jejunostomy also on occasion. 
With the introduction of small caliber, thin. 
walled plastic tubes which could be passed naso- 
pharyngeally through the anastomosis into the 
stomach, some surgeons abandoned the use of 
gastrostomy whenever possible (8, 20), and early 
feeding by mouth in patients whose anastomoses 
seemed secure was also urged (20). We have 
successfully fed patients as early as 8 hours post- 
operatively and not infrequently start feeding 24 
hours after operation. More recently there has 
been a return to the use of a gastrostomy as 
part of the trend to gastrostomies in many opera- 
tions on the gastrointestinal tract of the newborn 
(17). It seems unfortunate to legislate this type 
of surgery without due consideration to the as- 
sessment of the adequacy of the esophageal 
operation and the condition of the baby, his 
vigor, his cough reflex, and his ability to take 
fluids by mouth. DeBoer and Potts (5) have aptly 
called attention to the fact that gastrostomy does 
not eliminate fear of regurgitation and they use 
gastrostomy in only about 15 per cent of their 
patients. 


ANESTHESIA 


Although early reports raised many questions 
concerning the safety of endotracheal anesthesia 
in infants and numerous techniques have been 
described to circumvent the difficulties of anes- 
thesia in these small babies with an open chest, 
later reports indicate that practically all surgeons 
with experience in this condition prefer endo- 
tracheal anesthesia. However, semiclosed tech- 
niques with ether or even with local anesthesia, 
occasionally supported during the critical period 
of anastomosis by cyclopropane (45), have also 
been reported as satisfactory. 

Forceful induction of anesthesia by the bag 
and mask technique may cause great distention 
of the stomach because oxygen and anesthetic 
gases are forced through the tracheoesophageal 
fistula into the stomach (4). To obviate this 
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potentially dangerous complication we have 
preferred intubation before induction and Clat- 
worthy (5) also reports favorable experience with 
this method. We (1) have found that the in- 
travenous administration of succinyl choline is 
a helpful adjunct to intubation. In a flaccid baby 
of small size, intubation of the trachea without 
induction of anesthesia is not a difficult pro- 
cedure. However, when the baby is vigorous and 
it is thought that intubation without anesthesia 
might be traumatic or the insertion of a large 
enough endotracheal tube might be difficult, 
succinyl choline is administered intravenously 
in doses of 2 milligrams per pound. This pro- 
cedure is followed by immediate intubation and 
respiration is manually controlled by the 
anesthesiologist. 

Attention has been called by several workers 
to the advantages of preliminary gastrostomy 
for prevention of overdistention of the stomach 
during induction of anesthesia (10). Sandegard 
(39), as late as 1953, and Gertz and Winkel- 
Smith (9), in 1957, recommended cyclopropane 
and oxygen anesthesia through a tight mask to 
prevent the possible complications of endo- 
tracheal anesthesia. Our own experience with 
endotracheal anesthesia in a great variety of 
surgical situations in the newborn, including 
those found in premature infants, has given us 
confidence in its safety in experienced hands. 
We have found it necessary to perform trache- 
ostomies on several patients after operation for 
esophageal atresia but in almost every instance 
traumatic preoperative examination by endo- 
cope methods was considered to be responsible 
or this. 


OPERATIVE APPROACH 


After Haight (15) accomplished the first suc- 
cessful anastomosis in 1941, this became the 
objective of all surgeons concerned with the 
repair of atresia of the esophagus (4, 5, 8, 11, 
42, 47). In earlier writings Gross (11) recom- 
mended that in instances of difficult anastomosis 
because of a wide gap between the upper and 
the lower segment, the stomach be brought up 
into the mediastinum. However, a later report 
from his clinic (27) indicates that this method 
has been abandoned and a subsequent replace- 
ment of esophagus with colon is preferred. Ten 
Kate (47), who did not perform gastrostomies 
for feeding purposes after anastomosis of the 
esophagus, recommended that in cases of major 


abdominal distention, a gastrostomy be carried 
out before thoracotomy in order to institute 
suction drainage on the greatly distended stom- 
ach. Brinkhorst (3) and Morrison (30) have sug- 
gested that in any end-to-end anastomosis of the 
esophagus for atresia in which a gastrostomy is 
also carried out, a string should be inserted 
through the nose, the nasopharynx, and the 
esophagus and out the gastrostomy opening for 
eventual retrograde bougienage should stricture 
develop at the site of anastomosis. 

In recent years, as efforts have been made to 
achieve survival of smaller infants, preliminary 
procedures have been carried out by a number 
of surgeons in an effort to eliminate the aspira- 
tion of nasopharyngeal secretions and the re- 
gurgitation of gastric secretions while at the 
same time postponing, in the premature infant, 
the formidable procedure of end-to-end anasto- 
mosis. Haight (13) prefers ligation of the tracheo- 
esophageal fistula by means of a retropleural 
approach after resection of a rib if the pre- 
mature infant has the common variety of defect. 
This procedure is performed under local anes- 
thesia and the youngster is thereafter maintained 
by means of nasopharyngeal suction and gas- 
trostomy feedings until its nutritional state 
warrants thoracotomy and definitive end-to-end 
anastomosis of the esophageal segments. Al- 
though a number of other surgeons are practicing 
this technique, no reports have appeared in the 
literature. The technique has been discussed in 
oral presentation (26). 

In the early attempts at end-to-end anasto- 
mosis of the esophagus most surgeons used the 
approach developed by Lanman in 1936, and 
described by him in 1940 (24), consisting of 
a hockey stick incision around the scapula 
and resection of the third, fourth, and fifth 
ribs. However, as experience developed the 
transthoracic, transpleural, intercostal incision 
became more popular and it is currently used 
by the majority of surgeons. A transpleural, 
transthoracic incision without postoperative 
drainage of the chest has been advocated by 
Brinkhorst (3). Several surgeons indicated a 
change from the retropleural to the transpleural 
approach approximately in 1951 (4, 20, 34, 42), 
with shorter operating time, early closure of the 
fistula, ability to collapse the lung for better 
exposure, ability to deal’ with atelectasis of the 
right upper lobe, and better exposure in general 
being given as the reasons for the change. 
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Ten Kate (47) used the retropleural approach 
but primarily because he used light anesthesia 
with cyclopropane without intubation. Swenson 
(45) has maintained his preference for the extra- 
pleural approach and states that his mortality 
was greater when he used the transpleural ap- 
proach. Attention should be called at this time 
to the vagaries of any relatively small series of 
atresia of the esophagus. Our own mortality with 
the retropleural approach before 1951 was just 
over 50 per cent. Had we reported our results 
after the first 8 transpleural operations, we could 
have claimed 100 per cent survival in this small 
series. However, this series was followed by an 
equal number of patients in whom no survival 
was obtained. Other workers with experience 
with long series have also called attention to the 
great variability in factors leading to survival. 
A careful analysis would seem to indicate that 
other factors have a larger part to play in 
mortality and survival than whether the anasto- 
mosis is performed transpleurally or retropleu- 
rally. Rehbein and Yanagiswa (34) have called 
attention to the fact that all their patients in 
whom pneumothorax developed postoperatively 
died. This has certainly not been our own ex- 
perience or that of others. When leakage from 
an anastomotic site does occur retropleurally it 
is true that the esophagocutaneous fistula closes 
spontaneously, usually without major mediastinal 
infection (5, 45). 


FISTULA CLOSURE AND ESOPHAGEAL ANASTOMOSIS 


For closure of the tracheoesophageal fistula, 
division and suture of the tracheal end by one of 
several techniques is advocated by the great 
majority of surgeons. Ten Kate (47) used a simple 
suture and Févre and his group (6) initially used 
a simple ligature but abandoned the technique 
after a high incidence of recurrences. Division 
of the fistulous tract close to the trachea followed 
by a two layer closure with interrupted fine silk 
sutures is preferred by some (4, 5, 11) whereas 
others use a continuous stitch of the locking 
variety (45) or a running silk suture placed so 
that the second layer crisscrosses the first (20). 
Stephens and his co-workers (42) advocate leav- 
ing a cuff of the fistulous tract to permit adequate 
closure at the tracheal site and they also close 
the mediastinal pleura separately over the closed 
fistula. Gertz and Winkel-Smith (9) recommend 
closure of the fistula flush with the trachea to 
prevent a cul-de-sac of the esophageal mucosa. 
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Because of the considerably greater ease of 
management when a successful end-to-end anas- 
tomosis can be accomplished, Shaw, Paulson, 
and Siebel (40) among others make a plea for 
every attempt within reason to perform a pri- 
mary anastomosis. They prefer a two layer clo- 
sure with silk sutures with every effort made to 
cover the tracheal suture line and not to have 
that area and the area of esophageal anastomosis 
in juxtaposition. Sandegard (39) advocates thor- 
ough mobilization of both the upper and the 
lower segment and concludes that the technique 
of anastomosis is immaterial provided that the 
anastomosis is tight and that there is no undue 
tension placed upon it. Swenson (45) uses ex- 
tensive dissection of the upper pouch but prefers 
not to do the same with the lower segment ex- 
cept in those instances in which anastomosis 
might otherwise not be feasible. He found only 
1 patient in 78 in whom the gap was too great 
to permit primary anastomosis and he has sug- 
gested sewing the muscular coating of the upper 
segment to the prevertebral fascia in such a way 
as to pull the upper pouch caudad and relieve 
the tension on the anastomosis. Ten Kate (47) 
found that this technique produced a diver- 
ticulum-like deformity of the upper pouch in 
some patients and described a procedure original 
with him of constructing a muscular flap from a 
segment of the right side of the upper pouch 
which is turned down for anastomosis with the 
lower segment. The remaining mucosal sheath 
of the upper pouch is then sutured to the entire 
wall of the distal segment. Subsequently, the 
lateral edges of the muscularis flap are folded as 
a mantle over the anastomosis and adjacent por- 
tions of the esophagus. 

All workers do not agree that a two layer 
anastomosis is essential. Since 1951 Stephens 
and his group (42) have advocated a one layer 
anastomosis using as few as ten sutures to com- 
plete the closure. In this technique we concur. 
Minor variations of closure have been reported. 
Rehbein and Yangiswa (34), in an effort to keep 
all of the knots outside the lumen, have carried 
out the posterior closure with a running suture 
and that of the anterior portion with interrupted 
silk sutures. A telescoping type of anastomosis 
has been recommended by Haight and Towsley 
(15) and was used by Gross (11) early in his ex- 
perience. It is our firm belief that equally im- 
portant to the type of closure and the use of fine 
silk is the manner in which the two segments 
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are handled by the surgeon during the pro- 
cedure. The application of clamps, the use of 
pinching thumb forceps, and the excessive ma- 
nipulation of the edges to be anastomosed must 
be avoided. Our current practice is to use no 
forceps or clamps and to complete the anasto- 
mosis using only a blunt nerve hook and the 
swaged needle itself to bring the edges of the 
esophagus into apposition for anastomosis. Ten 
Kate (47) called attention to the difficulties 
sometimes encountered when there is a dextro- 
position of the aorta, a not uncommon finding 
with the anomaly under discussion. For this he 
has divided the subclavian artery and mobilized 
the arch in order to bring the lower esophagus 
behind the arch prior to anastomosis. 


ATRESIA WITHOUT FISTULA 


When there is no air in the stomach it is 
legitimate to suspect that there is no fistula 
between the lower segment of esophagus and 
the trachea and indeed that the lower esophagus 
may be short or absent. In this circumstance 
Clatworthy (5) prefers gastrostomy and cervical 
esophagostomy with definitive operation at a 
later date. Ten Kate (47), who died before the 
colon was used for eventual esophageal replace- 
ment, recommended that no gastrostomy be 
carried out because it was desirable to use the 
stomach in later plastic procedures to carry out 
anastomosis with the upper esophageal pouch. 
He performed a jejunostomy for feeding pur- 
poses and his eventual definitive operation was 
after the technique of Sweet (43). In 1953 Gross 
(11) reported using a mediastinal placement of 
the stomach to carry out anastomosis when the 
gap between segments of the esophagus was too 
great in the absence of a fistula. His clinic now 
uses palliative esophagostomy and subsequent 
mobilization of the colon for anastomosis to the 
cervical esophagus (26). The absence of a fistula 
is a relatively rare finding, being reported as 
approximately 1 instance in 25 cases of atresia, 
and attention has been called to the higher 
mortality in this group (34). Stephens and his 
co-workers (42) have brought the stomach into 
the mediastinum and discarded the lower eso- 
phageal pouch, the anastomosis being carried 
out between the upper esophageal segment and 
the stomach. Sherman and Waterston (41) in 
reviewing the experience of many clinics with 
reference to colonic replacement of esophagus in 
children indicate that most clinics utilize colon 
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for eventual replacement of the short or absent 
esophagus when a fistula is not present. We 
concur and believe that this should not be a pri- 
mary operation in the newborn period, although 
we have successfully carried it out in a large 
newborn, bringing the right half of the colon 
behind the pedicle of the lung for anastomosis 
to the upper pouch in the mediastinum (19). 

Palliative procedures in the difficult cases of 
absent fistula, short esophagus, or too wide a 
gap between the upper and the lower segment 
carry the risk of multiple procedures and a high 
mortality (39). Increasing experience on the 
part of many surgeons with early esophagostomy 
and gastrostomy followed by eventual replace- 
ment with colon is rapidly leading to abandon- 
ment of a number of procedures which have 
been tried in these difficult situations. 


POSTOPERATIVE CARE 


In the postoperative care of patients with 
atresia who have undergone end-to-end anasto- 
mosis of the esophageal segments the period of 
critical evaluation must be short and the times 
of re-examination frequent if one is to succeed 
in getting these newly operated upon youngsters 
well. Even after the most skillful surgery and 
adherence to proved techniques, the situation 
can easily be lost in the postoperative period 
because of lapses in nursing care or lack of 
critical analysis by the surgeon. There seems to 
be little doubt that when the care of such in- 
fants is concentrated in the hands of nurses 
familiar with neonatal postoperative care mor- 
bidity and mortality are improved (35). 

Excessive secretions accumulate in the esopha- 
gus and hypopharynx for approximately 3 to 4 
days after operation (34) and aspiration of the 
secretions must be carried out without danger 
of damage to the new anastomosis. The use of a 
catheter marked in such a way that it will not 
reach the anastomotic site when introduced up 
to a point seems a safe way of managing the 
situation (4). Most investigators agree that the 
use of an artificial environment such as that of 
the isolette® with high humidity and oxygen 
when necessary is preferable to care in an open 
ward. A dry, brassy cough has been described 
in these babies as being characteristic of their 
postoperative course and not a sign of untoward 
response to operation. Gross (11) reports this 
cough to last for 3 to 6 months but we have also 
noted it in children who are ambulatory and 
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have attributed it to the vibration of that pos- 
terior portion of the trachea to which the tracheo- 
esophageal fistula was attached. Sandegard (39) 
specifically warns against the use of oxygen, be- 
lieving that it leads easily to atelectasis. He uses 
room air in the incubator. 

Limitation of fluids is recommended by some 
as well as the complete avoidance of salt (4, 39). 
Mediastinal drains or indwelling pleural tubes 
are removed in about 5 to 6 days (45) and feed- 
ings into gastrostomies or indwelling esophageal 
plastic tubes usually begin in 12 hours (8, 18, 
45). Feedings by mouth depend largely upon the 
security of the anastomosis and some surgeons 
prefer, when using the gastrostomy, not to start 
feedings by mouth for 10 days (45). Others start 
much sooner and those surgeons who avoid 
gastrostomies whenever possible (8, 20) may 
begin feeding as early as 8 hours after operation 
when the anastomosis seems to be secure. 

Mediastinitis, empyema, and pneumothorax 
are natural sequelae of a leaking anastomosis. 
Unless there is complete disruption of the anas- 
tomotic site, many of the fistulas formed clear 
spontaneously (47). Indwelling pleural tubes 
must be kept open in the early postoperative 
hours, particularly because of the danger of the 
development of a tension pneumothorax as a 
result of disruption of the closure of the fistulous 
tract (34). 

Some authors are much more concerned than 
others about the early occurrence of a stricture 
at the site of anastomosis. Stephens and his co- 
workers perform an esophagoscopic examination 
3 weeks postoperatively (42) and, if stricture 
seems to be likely to occur, a string is passed 
through the anastomosis and out the gastrostomy 
for eventual retrograde bougienage. Others use 
a test of swallowing function (47) as an indi- 
cation for deciding which patients should under- 
go dilatation and Rehbein and Yanagiswa (34) 
go so far as to recommend routine dilatation in 
every child before discharge. Attention should 
be called to the fact that the barium silhouette 
produced in the test of swallowing function after 
end-to-end anastomosis of the esophagus for 
atresia can be misleading. Gross’s (11) point of 
view is one which we have followed (20) rather 
than the roentgenographic findings in treating 
the patient’s symptoms. Frequently children 
with an apparently narrow lumen by roent- 
genography have no functional difficulty in 
swallowing postoperatively. 
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Ten Kate (47) has called attention to the fact 
that dissection around the esophagus increases 
the possibility of slow emptying of the stomach 
because of disruption of vagus fibers. He has had 
to treat pyloric stenosis in some and this has 
been our experience as well. 


MORBIDITY AND MORTALITY 


In the discussion of mortality with reference to 
end-to-end anastomosis of the atresic esophagus, 
it must be realized that with each passing year 
clinics with developing experience have de- 
creased their mortality statistics. In comparing 
the results of any series that is broken down into 
early and late experience it is obvious that altera- 
tions in technique, experience with postoperative 
complications, and the introduction of special- 
ized nursing have been beneficial in producing 
better end results. In some reported series in 
which there has been a wide separation of early 
and late experience (14), this fact has been 
particularly evident. In addition, the authors 
of this review know on the basis of personal ex- 
perience and personal communication that the 
mortality statistics now enjoyed by some sur- 
geons have decreased remarkably from those 
reported in their earlier series and, therefore, 
what appears on review of the printed page 
represents for many a far cry from their current 
survival rates. For this reason a detailed statis- 
tical analysis of mortality will not be made. 

Of the problems in morbidity that might lead 
to mortality, perhaps the recurrent tracheo- 
esophageal fistula is the most dangerous because 
it is the most difficult to recognize (9). Some 
surgeons have had little or no trouble with this 
particular complication (20) and others report 
as many as 13 recurrent fistulas out of 64 oper- 
ative procedures (34). A review of the discus- 
sions of various workers does not reveal why 
some have this difficulty more than others al- 
though it would seem to be obvious that the 
better result can be expected in those fistulas 
which are oversewn as compared to those that 
are merely ligated and then divided. 

Shaw and his co-workers (40) list the causes of 
failure in this order: respiratory complications, 
repair of the esophagus, and associated anom- 
alies. Swenson (45) emphasizes prematurity, 
congenital malformations, and infection due to 
late diagnosis. DeBoer and Potts (4) believe that 
77 per cent of their deaths were due to pulmonary 
complications. 
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Of all the comparative statistics of early and 
late series, perhaps the best presentation is that 
of Sandegard (39) reviewing experience in three 
institutions in Sweden. Of 105 patients 4 were 
not operated upon. Of 101 operated upon pa- 
tients, 40 died, a mortality of 44 per cent. 
Sandegard indicated that the uncontrollable 
factors were the type of anomaly, the immaturity 
of the baby, and the presence of other congenital 
anomalies. The mortality appeared to be doubled 
if the defect was not the common variety, Vogt 
Type 3B. In dealing with the “ideal case”’ of a 
baby weighing more than 2,500 grams who has 
no other congenital anomalies and who has the 
common type of atresia consisting of an upper 
blind pouch with a fistula between the lower 
segment and the trachea, the mortality was only 
18 per cent. However, less than one-half of the 
patients fit this category. 
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ABSTRACTS OF CURRENT LITERATURE 


HEAD AND FACE 


Primary Cholesteatomata of the Temporal Bone. 
TERENCE CAWTHORNE and ADRIAN GRIFFITH. Arch. 
Otolar., Chic., 1961, 73: 252. 


“EPIDERMOIDS”’ or “primary cholesteatomas” are terms 
used to describe a particular form of cholesteatoma- 
tous matter which accumulates within the temporal 
bone and is thought to arise from epithelial cell rests, 
as opposed to the more frequently discussed choleste- 
atoma which arises within the middle ear cleft and 
the origin of which is considered to be associated 
with pathologic changes therein. 

Epidermoids raise interesting comparisons with 
middle ear cholesteatomas. Both erode bone and 
neither is surrounded by a true capsule, though both 
are cystic structures lined by a keratinizing stratified 
epithelium of identical histologic appearance. Each is 
composed of material derived from the keratinizing 
layers of stratified epithelium arranged in laminated 
whorls. The primary cholesteatoma, usually arising 
from the deeper parts of the temporal bone, works its 
way laterally and remains uninfected until it spreads 
through the middle ear cleft to ulcerate into the ex- 
ternal auditory meatus. The cholesteatoma arising 
from the middle ear, on the other hand, is usually 
accompanied by infection from the outset, and the 
contents of the cyst show evidence of a pyogenic 
reaction. 

The earliest symptom of primary epidermoids is 
almost invariably referred to the facial nerve. There 
may be twitching of the face on the affected side, 
which is later succeeded by a slowly developing facial 
palsy. Unless the patient is fully examined at this 
stage, the epidermoid is unsuspected until it brings 
about a perforation of the posterosuperior part of the 
tympanic membrane and secondary infection takes 
place. 

In treating these epidermoids, surgical removal is 
necessary to prevent further destruction of the tem- 
poral bone, to attempt the restoration of facial nerve 
function, and to forestall the possible complication of 
infection and subsequent meningitis. When the epider- 
moid mass has enormous intracranial extensions, an 
approach by a temporal flap or through the posterior 
fossa may be advisable, but in general the exploration 
of intratemporal epidermoids is best carried out 
through the mastoid and labyrinth. The facial nerve 
can be exposed and decompressed; if necessary a graft 
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can be inserted, the petrous bone explored, and the 
epidermoid traced. 
Nine case histories are given. — John 7. Ballenger. 


The Classification of Malar Fractures. J. S. Knicur 
and J. F. Nortu. Brit. 7. Plast. Surg., 1961, 13: 325. 


THE AUTHORS discuss a series of 120 malar fractures in 
minute detail. They conclude that fractures of the 
zygomatic arch and laterally rotated body fractures 
are readily reduced and remain stable. Medially ro- 
tated body fractures were all unstable and required 
antral pack and in some cases other measures as well 
for accurate reduction. Unrotated malar body frac- 
tures were 60 per cent stable after reduction and 40 
per cent unstable. Complex fractures of the malar 
component were 30 per cent stable and 70 per cent 
unstable. In these cases direct wiring or external 
fixation was often required. Malar fractures in those 
under 21 years were more likely to be unstable. 
Diplopia is common when there is displacement of 
both the floor and the lateral floor of the orbit. Tris- 
mus is commonest in arch fractures and to a lesser 
extent in rotated body fractures. —Henry S. Patton. 


EYES 


Central Retinal and Internal Carotid Arterial Oc- 
clusions. J. LAwron Smiru. Arch. Ophth., Chic., 1961, 
65: 550. 


THE AUTHOR piscussEs the utilization of opthalmo- 
dynamometry in the differential diagnosis of retinal 
artery occlusion and carotid artery occlusion. 

He points out that an identical ophthalmoscopic 
picture may be seen after thrombosis of the internal 
carotid artery and classical central retinal artery oc- 
clusion. In the former cases, a definite lowering of 
ophthalmic artery pressure on the affected side is 
noted, whereas, in the latter cases, equal opthalmo- 
dynamometric values are obtained. 

He elaborates upon the fact that the values regis- 
tered in ophthalmodynamometry represent the pres- 
sure in the ophthalmic artery and not in the retinal 
arteries. When these vessels are compressed, the 
volume of blood contained in them is partially or 
completely immobilized and the pressure registered is 
therefore not that of the vessels in the eye but the 
lateral pressure at the most proximal arterial branch- 
ing, that is, of the ophthalmic artery. This is equivalent 
to the situation of a sphygmomanometer over the 
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brachial artery registering the pressure in the sub- 
clavian artery. 

He believes that ophthalmodynamometry is best 
carried out by binocular indirect ophthalmoscopy. 
He further suggests that if posture tests are to be 
made, they should be performed within a 3 minute 
interval. Otherwise, adaptive rises in systemic blood 
pressure may produce false interpretation of the 
findings. —J. Winston Duggan. 


The Eye in Dystrophia Myotonica. Sipney I. Davip- 
son. Brit. J. Ophth., 1961, 45: 183. 


DysTROPHIA MYOTONICA seems to be the most frequent 
of the diseases known as the myotonias and has a 
poorer prognosis than the other members of this 
group. Various muscles are characteristically affected 
by the dystrophic process, most commonly the facial 
muscles and the muscles of the forearm and hand. 
However, almost all of the skeletal musculature can be 
involved in this disease. Not uncommonly the extra- 
ocular muscles are involved resulting in ptosis and 
enophthalmos. The author states that the latter is al- 
most an invariable symptom in this disease and of the 
10 patients he has seen, 9 showed an enophthalmos. A 
rather characteristic cataract has also been described 
in these patients. 

The author describes the electromyographic re- 
sponse in 10 patients with dystrophia myotonica. The 
specific muscles evaluated were the levator of the lids 
and the horizontal rectus muscles. The electromyo- 
graphic changes were quite marked but, in sharp 
contrast, practically no change could be demon- 
strated by histologic examination of these muscles. 
The author concludes that the electrical changes 
precede the morphologic ones. — David Shoch. 


The Use of P*? in the Diagnosis of Ocular Tumors, 
BERNARD GOLDBERG, Davip Tasowitz, GERALD B. 
Kara, Saut ZAVELL, and Romeo Espiritu. Arch. 
Ophth., Chic., 1961, 65: 196. 


In A sERtEs of 125 patients ranging in age from 7 to 
76 years, the authors utilized P® for differential 
diagnosis of ocular tumors. From 350 to 500 yc. of 
P®? were administered intravenously as sterile isotonic 
sodium phosphate solution. Counts of activity over 
the lesion and over control sites were performed initi- 
ally at 1 and 24 hours. The window in the probe was 
placed directly against lesions located anterior to the 
equator whereas the transconjunctival approach was 
used for lesions posterior to the equator. By moving 
the probe slowly over the site of the lesion and ob- 
serving the indicator of the rate meter, the site of 
maximal or peak radioactivity can be determined. 
Scanning with the rate meter is especially important 
in lesions of the ciliary body or choroid which cannot 
be directly visualized. One minute counts are taken 
over the site of the lesion and over a control site at 1 
hour, 24, and 48 hours after the intravenous adminis- 
tration of the chemical. 

The first criterion for positivity is that the 1 hour 
count at the lesion should show at least a 30 per cent 
excess over the control sites; the second is that the 24 
hour count show a percentage increase in activity 
greater than that of the 1 hour count; the third 
criterion is that the 48 hour count should show a per- 
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centage increase of activity equal to or greater than 
65 per cent. 

The external approach was used in 92 and the 
transconjunctival approach in 33 cases. Thirty-seven 
P® determinations were positive, 66 were negative 
and 22 were equivocal. Two of the determination; 
proved to be false positives. The presence of malignant 
tumor was confirmed pathologically in 30 cases. Five 
patients refused enucleation. No evidence invalidated 
any of the negative results. 

It is concluded that the P* test yields an accuracy 
of approximately 98 per cent in differentiating malig. 
nant from benign ocular lesions. 

— Joshua Zuckerman, 


A Critique of Time-Amplitude Ultrasonography, 
Giteert Baum and I. Greenwoon. Arch. Ophth., Chic., 
1961, 65: 353. 


Baum AND GREENWOOp direct attention to the neces- 
sity of using proper techniques and instrumentation 
in ultrasonography to obtain high resolution cross- 
section views of the light-opaque portions of the eye 
and orbit. Intensity modulation ultrasonography 
(IMU) produces high resolution cross-section views of 
the eye and orbit; the time-amplitude ultrasonographic 
(TAU) system yields only a graph, that is, a plot of 
the intensity of returning echoes versus time. Inter- 
pretation of the intensity modulated ultrasonogram is 
simpler and more accurate because interpretation is 
based on more data, i.e., a complete cross-section 
rather than a line. Moreover, acoustic artifacts may be 
identified, normal and diseased areas may be simul- 
taneously compared in a single section, tissue-trans- 
ducer geometry is less critical, and data may be re- 
tained for comparison and follow-up study. In time- 
amplitude ultrasonography, only graphs which cannot 
be duplicated and which represent selected individual 
lines are retained. 

The most challenging application of ultrasonography 
is in the differential diagnosis between benign and 
malignant lesions of the eye. 

A typical malignant melanoma of the eye possesses 
an acoustically dense leading edge and contains a 
vacuole within its center followed by an echo of essen- 
tially normal intensity from the orbital tissues. 

The authors conclude that only an_ intensity 
modulated ultrasonographic system is suited for gen- 
eral clinical use; time-amplitude ultrasonography is of 
value as an acoustic measuring adjunct only when the 
two systems are combined. — Joshua Zuckerman. 


The Clinical Use of Urea for Reduction of Intraocular 
Pressure. MATTHEW D. Davis, PETER A. Duenr, and 
MANUCHER Javip. Arch. Ophth., Chic., 1961, 65: 526. 


Because OF the established use of intravenous urea 
solutions to reduce intracranial pressure in clinical 
neurosurgery, the authors believed that this substance 
might be helpful in a variety of ophthalmic conditions. 

Their experience in the following conditions is 
discussed. 

Urea has been very useful in acute angle-closure 
glaucoma, particularly in those cases which have 
proved resistant to combinations of myotics and intra- 
venous diamox. Prompt reduction of intraocular pres- 
sure to low levels is noted. Further, the response of 
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the intraocular pressure to the urea plus myotics 
gives the surgeon valuable aid in choosing between 
iridectomy and filtering operation as a permanent 
solution. If the reduction in pressure produced by 
urea is maintained by myotics, the angle is probably 
functioning adequately and peripheral iridectomy will 
suffice. If, after urea treatment plus myotics, the 
intraocular pressure gradually rises, filtering operation 
is indicated. 

In preparation for intraocular operation, the use of 
urea is very effective in lowering intraocular pressure 
in various types of secondary glaucoma prior to oper- 
ation. It is effective even in those cases in which car- 
bonic anhydrase inhibitors have had little or no effect. 

Regarding retinal detachment operations, the au- 
thors report experience in 30 cases of scleral buckling 
procedures in which urea was used. They believe 
that this substance is particularly helpful when in- 
travenous diamox and paracentesis together with 
release of subretinal fluid are not sufficient to reduce 
the intraocular pressure to the level at which adequate 
buckling can be obtained. They prefer to give intra- 
venous urea approximately 30 minutes prior to per- 
foration for drainage of subretinal fluid. 

In 5 cases of orbital operation, the authors report 
that the use of intravenous urea has permitted easier 
exploration of the retrobulbar area and removal of 
retrobulbar tumors by the anterior route. 

They believe that it is reasonable to assume that 
urea produces lowering of intraocular pressure by 
osmotic removal of fluid from the eye into the blood 
stream. 

Urea may be used intravenously, orally, or by gastric 
tube. A dosage of 1 to 1.5 gm./kgm. of body weight 


is recommended. It should not be given to patients 
who have impaired renal or hepatic function or who 
are markedly dehydrated. In utilization of the intra- 
venous route, it is particularly important that no 
extravasation be permitted into the subcutaneous 
tissues. The unpleasant taste of urea limits its use 
orally, and the administration by nasogastric tube is 


somewhat inconvenient. —j. Winston Duggan. 


Cataract Extraction by Expression. L. Lurie. Brit. 7. 
Ophth., 1961, 45: 133. 


Lurie describes a method of cataract extraction by 
expression along a deliberately prolapsed iris. 

After a conjunctival flap is fashioned hugging the 
limbus and extending over three-fifths of the upper 
part of the circumference, the anterior chamber is 
entered with a keratome at the limbus and the corneal 
section is enlarged to half the diameter of the cornea. 
Two buttonhole iridectomies are made and a suture 
is passed through the cornea and the sclera at 12 
o'clock. The contents of one ampule of alpha chymo- 
trypsin are injected beneath the iris at 6 o’clock and 
through each iridectomy. After 3 minutes, the alpha 
chymotrypsin solution is irrigated from the anterior 
chamber with normal saline. As the lens becomes 
more spherical, the iris is grasped at 12 o’clock near the 
pupillary border and is prolapsed from the eye, leaving 
a gap for the expulsion of the lens. Pressure is applied 
with a lens expressor below the limbus and in an arc 
over the lower third of the globe. When the lens begins 
to tilt, it is guided out of the eye by pressure. The 
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corneoscleral section is drawn tight and the iris re- 
posited with a spatula. The wound is closed with seven 
silk sutures. A bubble of air introduced into the an- 
terior chamber pushes the vitreous and iris back to 
their normal relative positions. The conjunctival flap 
is brought over the cornea and sutured. 

Out of 190 eyes operated on, prolapse of the iris 
developed in 3. Prolapse was attributed to the use of 
only five corneoscleral sutures. No further cases of iris 
prolapse have occurred since seven sutures have been 
used. The enzyme failed to act in 2 cases. Rupture of 
the capsule occurred in 14 cases and in 6 of these, 
the capsule was removed intact with forceps; in 6 
postoperative needling was required. Slight vitreous 
loss occurred in 3 cases and severe loss in 1 led to a 
drawn up iris and an occluded pupil. There was 1 
case of unresolved striate keratitis and 2 cases of 
epithelialization of the anterior chamber. 

— Joshua Zuckerman. 


Exenteration of the Orbit and Repair by Trans- 
SS of the Temporalis Muscle. ALGERNON B. 
EESE and Ira S. Jones. Am. 7. Ophth., 1961, 51: 217. 


WHEN CONFRONTED with the necessity of an exentera- 
tion, the surgeon has five surgical courses open to 
him: (1) ordinary exenteration without graft; (2) 
exenteration with split thickness skin graft; (3) ex- 
enteration with temporalis muscle transplant; (4) 
exenteration with temporalis muscle transplant and 
reconstruction of the socket; or (5) exenteration with 
temporalis muscle implant and preservation of the 
conjunctiva. 

If there is extension to bone or if radiation is to be 
considered, ordinary exenteration without skin graft 
is preferable. If neither of these complications is pres- 
ent, the authors believe that exenteration followed by 
temporalis muscle transplant is a superior procedure. 
The aftercare is reduced, the operative site is dry in 1 
week, and the cosmetic result is superior. Further, 
socket reconstruction may be considered at a later 
date. If the case is such that the conjunctiva can be 
preserved, then a prosthesis may be worn within 2 
weeks of operation. 

The authors describe in detail the technique of re- 
pair of the exenterated orbit by utilization of the 
temporalis muscle. This procedure has been used in a 
total of 20 cases. The description is accompanied by 
particularly clear diagrams which can be easily fol- 
lowed. The first step is to split the upper and lower 
lids into anterior and posterior halves down to the 
orbital margin. The skin incision is extended later- 
ally to expose the entire region over the temporalis 
muscle. The orbital cavity is exposed together with a 
wide area in the temporal region. Next, the peri- 
osteum around the entire orbital circumference is in- 
cised and the exenteration including the periosteum is 
carried out. An incision is then made in a deep fascia 
along the origin of the temporalis muscle and this 
fascia with the underlying muscle is reflected from the 
temporal fossa. The muscle is dissected down under 
the zygomatic process to the insertion into the coro- 
noid process of the mandible. With a Stryker’s saw, a 
round opening is made in the lateral wall of the orbit 
and enlarged with rongeurs. A 20 mm. gold sphere is 
placed in the apex of the orbit and, when the opening 
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in the lateral wall of the orbit is made sufficiently 
large, the temporal muscle with its fascia is passed 
through the opening into the orbit and sutured to the 
remaining periosteum in such a way that the muscle 
and fascia are fanned out to fill uniformly as much of 
the orbit as possible. The lid margins are then ap- 
proximated with sutures and a pressure dressing is 
applied. 

The authors also describe several cases in which 
restoration of the socket is carried out and a single 
case in which the conjunctiva is retained. 

One major disadvantage of the temporal muscle 
transplant is that it may mask a recurrence of the 
original tumor. Also, there may be temporary dif- 
ficulty in jaw movement, and in some cases a depres- 
sion of the temple over the absent temporal muscle 
may be noted. However, the cosmetic results are un- 
questionably superior and the shortened hospital stay 
and abbreviated convalescence are of great value. 

—J. Winston Duggan. 


EARS, NOSE, AND SINUSES 


Surgery of Extensive Cancer of Paranasal Sinuses. 
Jorce Farrsanks Barsosa. Arch. Otolar., Chic., 1961, 
732 429. 


Tuts REPORT is based on the author’s experience with 
the treatment of malignant lesions of the paranasal 
sinuses from July 1953 to December 1959. 

The maxillary antrum is the sinus most frequently 
involved. The frontal sinuses are rarely affected. 
Involvement of the sphenoidal sinus has not been seen 
by the author. The cases have been divided into those 


of the suprastructure, infrastructure, and mesostruc- 
ture. Most of the tumors arise in the suprastructure 
and the mesostructure. Symptomatology, diagnosis, 
and prognosis are discussed. Prognosis is poorer when 
the tumor extends posteriorly and superiorly. Roent- 
genographic examination is the best way to evaluate 
posterior extension of the tumor. 

Orbital recurrence after operation for malignant 
lesion of the paranasal sinuses was frequent and re- 
quired exenteration. The previous technique did not 
permit of a wide enough margin of depth in removal 
of the tumor. Bleeding was profuse and difficult to 
control. A new operative technique was therefore de- 
veloped and has removed these disadvantages. 

Incisions are made which delineate inferior, su- 
perior, and medial flaps. Wide dissection of the flaps 
gives adequate exposure in all directions. Most im- 
portant is the dissection of the zygomatic fossa and 
ligature of the internal maxillary artery. Tying and 
severing of this vascular pedicle aids much in the pre- 
vention of bleeding. Preparation of the field for the 
resection of the roof of the ethmoid bone is made 
through a periosteal incision along the superior half 
of the orbital rim and constitutes an effective part of 
the operation. The palate is incised with the electro- 
surgical knife, direction of the incision depending on 
the extent of involvement of the palate. Section of the 
bone is performed at 4 levels: the ethmoidal roof; the 
lateral orbital wall; the median raphe of the palate; 
and the pterygomaxillary disjunction. Revision and 
irrigation of the surgical field and layer closure of the 
incisions complete the surgical procedure. 


Surgical resection followed by irradiation of the 
operative cavity was adopted as the treatment of 
choice in patients with this disease. Nine patients 
were treated by operation alone and 50 by the com. 
bination of operation and irradiation. The new tech- 
nique described was used in 9 patients, but this follow- 
up period is too short for definite conclusions to be 
drawn. Thirty-two patients died of local recurrence 
and 3 of distant metastases without local recurrence, 
Sixteen patients are free of disease, only 4 for more 
than 3 years. — Donald C. Geist. 


MOUTH AND HYPOPHARYNX 


An Analysis of 319 Case Reports of Mandibular 
Fractures. EpmMunp H. Hacan and Donatp F, 
HEvutkeE. 7. Oral. Surg., 1961, 19: 93. 


AUTOMOBILE ACCIDENTS, especially in the 14 to 26 
year age group, were the most frequent cause of 
mandibular fractures in this study. In half the patients, 
the mandible was hit in the region of the chin. Direct 
trauma to the angle of the mandible was rare, but 
when it occurred a fracture was always produced. 
Double fractures were present in a third of the patients 
and triple fractures in approximately 20 per cent. 


_The double fractures were most frequently of the 


angle on one side and the body on the opposite side. 
Almost half of the triple fractures involved both sub- 
condylar regions and a unilateral chin region. Quad- 
ruple fractures included at least one subcondylar and 
almost always a lateral chin fracture. The greater 
frequency of this type of fracture is the result of 
automobile accidents with cars going at high speeds. 
In these accidents the chin is frequently the point 
of impact, the energy being dissipated adjacent to or 
beneath the site of trauma and at the relatively 
narrow neck of the mandible. 

The subcondylar region was the most frequently 
fractured portion of the mandible. A sufficient number 
of fractures involved the mental foramen to mark this 
region as an area of weakness. Dentition is related 
to the fracture site to some extent. Edentulous per- 
sons have a higher frequency of body and angle 
fractures than subcondylar fractures. The latter were 
more common in individuals in whom the posterior 
right or left mandibular teeth were missing. The 
great majority of patients in this series were treated 
by closed reduction. —Stuart L. Scheiner. 


The Diagnostic and Prognostic Value of Oral Smears 
in the Radiotherapy of Carcinoma of the Oral 
Cavity and Oropharynx. Umixker, IsADorE 
ee. and Rosert Rapp. Am. 7. Roentg., 1961, 85: 


Tus REPORT concerns the evaluation of the diagnostic 
and prognostic significance of oral lesions in a series of 
patients who received external irradiation for carci- 
noma of the oral cavity or oropharynx. 

Studies designed to follow radiation changes in 
benign squamous cells showed that constant correla- 
tion could be demonstrated between the radiation 
changes in benign cells and the exfoliation or rate of 
disappearance of the malignant cells, the maturation 
or nucleoprotein patterns of the malignant cells, or 
the development of radionecrosis. 
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Similar studies followed radiation changes in 
malignant cells. Some of the neoplastic cells in the 
growing and infiltrating or perivascular portions of 
epithelial cancers were characterized by nuclei with 
abundant desoxyribonucleic acid (DNA) and chro- 
matin. These were designated as type A cells in contrast 
to the type B cells which were found in the central, 
less viable areas of the neoplasm. The latter cells were 
regarded as prenecrotic or at least less viable cells and 
had nuclei which were larger, relatively poor in DNA, 
and rich in nucleolar ribonucleic acid (RNA). There 
seemed to be a good correlation between the conver- 
sion of type A to type B cells and the results of irradia- 
tion. In about 50 per cent of cases this determination 
is not possible because of insufficient exfoliation. 

There were marked differences in the exfoliation of 
malignant cells from neoplasms which were otherwise 
similar in location, size, gross characteristics, and 
histologic differentiation. The reasons for these dif- 
ferences remain to be elucidated. 

Initially reported increased propensity for abun- 
dantly exfoliating tumors to metastasize was only 
partially substantiated. 

The presence of malignant cells in oral smears 
taken at the end of treatment does not preclude ir- 
radiation arrest, and many patients showed conver- 
sion of positive to negative smears after completion of 
treatment. 

Oral smears taken during the first 3 months after 
treatment are of practical prognostic value. Every pa- 
tient whose smears were positive during that period 
was ultimately proved to have residual or recurrent 
neoplasm, whereas only 11 per cent of patients with 
negative smears at that time had residual neoplasm. 

— John 7. Ballenger. 


Metastasis of Malignant Tumors of the Jaw (Zur Art 
der Metastasierung maligner Kiefertumoren). R. 
Fries. Alin. Med., Wien., 1960, 15: 546. 


Tuts ARTICLE deals with 588 patients suffering from 
malignant tumors. The primary tumor had been re- 
ported as carcinoma in 555 cases or 94.4 per cent. 
There were 21 sarcomas, 6 malignant melano- 
blastomas, 1 hemangioendothelioma, 4 lympho- 
granulomas, and 1 case of Brill-Symmers disease. 
The locations of these tumors were as follows: in 83 
cases the tongue and floor of the mouth were involved; 
in 109 cases the lower jaw; in 24 cases the parotid 
gland; in 140 cases the upper jaw; in 106 cases the 
lip; and in 109 cases the skin of the face. ‘There were 
17 cases of so-called primary gland tumors. 

In most of these cases the metastasis took place 
through regional lymph channels; in only 1.6 per cent 
was hematogenous metastasis noted. 

More than three-fourths of the patients arrived 
with regional lymph node metastasis and metastasis 
recurred about 4 to 8 months after the first operation. 
Actually, metastasis occurred from within 2 months 
to up to 2 years except in cases of carcinoma of the 
lip, in which metastasis occurred from within 2 
months to up to 6 years. Metastases were found in the 
regional lymph nodes in 356 cases, 45.5 per cent; in 
submandibular lymph nodes in the cervical area, 25.5 
per cent; and in the lymph nodes of the jaw angle in 
19.7 per cent. The submental, supraclavicular, and 
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periauricular lymph nodes were also involved. Very 
often metastases were found in numerous lymph nodes. 
In 11 patients the primary tumor could not be found 
clinically. 

Metastasis to the lymph nodes occurred in 54.2 per 
cent of the carcinomas of the tongue and floor of the 
mouth, in 48.6 per cent of the tumors of the lower 
jaw, in 29.2 per cent of those of the parotid gland, 
in 25 per cent of those of the upper jaw, in 22.6 per 
cent of those of the lip, and in 12.8 per cent of those 
of the skin. — Frank R. Lichtenheld. 


Experiences with the Posterior Pharyngeal Flap for 

rrection of Velopharyngeal Insufficiency. JAMES 

B. Cox and BERNARD SILvERSTEIN. Plastic G Reconstr. 
Surg., 1961, 27: 40. 


THE AUTHORS report on the rationale of using the 
posterior pharyngeal flap as a corrective approach in 
cases of cleft palate speech and velopharyngeal insuf- 
ficiency. Seventy-eight surgical procedures were car- 
ried out and the results evaluated. The authors con- 
clude that the posterior pharyngeal flap is a good cor- 
rective procedure for the primary and secondary 
repair of velopharyngeal insufficiency. 
—Henry S. Patton. 


Bilateral Pharyngoplasty as an Aid to Velopharyn- 
geal Closure. Davin E. Sutuivan. Plastic Reconstr. 
Surg., 1961, 27: 31. 


THE AUTHOR presents a new surgical approach to the 
problem of velopharyngeal incompetence patterned 
after the method demonstrated to him in East Grin- 
stead, England in 1959 by Mr. F. T. Moore. In this 
procedure two lateral superiorly based pharyngeal 
flaps are brought up and attached to the soft palate. 
The surgical technique is beautifully presented. The 
procedure would seem more complicated than a 
simple pharyngoplasty of a central flap; however, it is 
also more physiologic than the latter. Normal speech 
was obtained in 6 of 13 patients and speech improve- 
ment was noted in every case. The author states his 
results were not as good as his impression of the British 
results. 

This article is excellent in subject matter, organiza- 
tion, and clarity. It should stimulate students of the 
cleft palate problem. —Henry S. Patton. 


SALIVARY GLANDS 


A Clinical and Experimental Study of Functional 
Paralysis of the Facial Nerve Following Conserva- 
tive Parotidectomy. Davin H. Patey and WILLIAM 
Morrat. Brit. J. Surg., 1961, 48: 435. 


IN A seERIES of 95 consecutive cases of conservative 
parotidectomy 54 per cent were classified as grade 1, 
no paralysis or paralysis so slight that virtually no 
change in expression is noticed; 32 per cent were 
classified as grade 2, facial movements present but 
grossly and obviously weak; and 14 per cent were 
grade 3, complete or a substantially complete paralysis 
upon discharge from the hospital. 

In 31 of the patients a total parotidectomy was 
performed. Of these, 9 or 29 per cent of the patients 
exhibited grade 3 paralysis. Of 64 superficial parotid- 
ectomies, 4 patients, 6 per cent, fell into this category. 
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The wound was irrigated with perchloride of mercury 
in 26 instances and perchloride was not used in 69. 

Experimental parotidectomies were carried out on 
rabbits in order to investigate reasons for this incidence. 

The procedure equivalent to total parotidectomy 
in its effect on the facial nerve caused a high incidence 
of facial paralysis. The most likely cause of functional 
paralysis after parotidectomy is ischemic anoxia of 
the nerve as a result of anatomic interference with 
its blood supply. 

Irrigation of the wound after parotidectomy with 
perchloride of mercury and probably also with other 
chemotherapeutic agents is certainly contraindicated. 

Functional facial paralysis after parotidectomy 
cannot be avoided completely, but it may be possible 
to reduce its incidence and degree without prejudice 
to the pathologic soundness of the operation by 
measures directed towards reducing the interference 
with the blood supply of the facial nerve. 

—AHarold Laufman. 


Adenolymphoma, Papillary Cystadenoma Lympho- 
matosum (Die Adenolymphome). A. GLAsER. Zél. 
Chir., Leipzig, 1961, 86: 77. 

THESE BENIGN TUMORS are relatively rare and entirely 

different from mixed tumors of the salivary glands. 

The author found 30 among 575 tumors of the sali- 

vary glands. The most common location is the 

parotid gland, and these tumors occur fairly fre- 
quently in both parotid glands at the same time. 

They are often located at the lower edge of the 

lateral portion of the parotid gland. The diagnosis 

can be made only by microscopic examination. 
Several theories regarding histogenesis are con- 
sidered: (1) heterotopic salivary tissue in lymph 
nodes located in or near the gland; (2) scattered 
or dispersed pharyngeal entoderm, for example, as 
epithelium from the eustachian tube; (3) bronchi- 
ogenic cysts or fistulas; (4) heterotopic thymic anlage; 

(5) an orbital inclusion next to the parotid; (6) 

heterotopic tonsillar tissue; (7) chronic infection or 

mechanical stasis of the parotid gland; and (8) the 

parenchyma of the gland itself. Of these theories the 

author believes that the first is the best founded. 
Treatment is complete extirpation of the tumor. 

Excellent references to the literature are cited. 

—O. Erik Hallberg. 


Mixed Tumors of the Salivary Glands and Their Pos- 
sible Endocrine Effects (Zur Frage der Endokrinie 
des sogenannten Speicheldruesenmischtumors). F. 
Feyrter. Deut. med. Wschr., 1961, 86: 335. 


‘THREE TyPEs of mixed tumors of the salivary glands 
are distinguished: (1) solid or tubular-solid adenoma, 
(2) ordinary mixed tumor, and (3) cylindroma. 

The chief characteristics of the ordinary mixed 
tumor are myxoma-like and chondroma-like trans- 
formation of the tumor tissue with partial histolysis. 

Characteristic of the cylindroma is the shiny 
swelling of the interstitial structures without histolysis 
of the tumor epithelium but with development of 
cylindromatous figures. 

The hydrophilic acid mucopolysaccharides in the 
myxoma and chondroma-like portions of the ordinary 
mixed tumor are of mesenchymal origin, but the 
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phanerosis and enlargement are activated by a 
substance contained in the tumor epithelium. 

The cellular example of a cylindroma is the local. 
ized clear-cell endocrine organ—basket-cell organ, 
The structure of the other types may be like that of a 
heterogenous adenoma. 

The cylindroma is especially likely to have endo- 
crine effects. Its structure is that of a carcinoid and 
it is argyrophilic. 

Reference is made to the recent description by 
Nicod of a carcinoid tumor of the parotid gland. 

—O. Erik Hallberg. 


Mixed Tumors of the Palate (Tumores mistos das 

salivares do palato). Jostas DE ANDRADE 

OBRINHO and JoAo Utysses Peres. Rev. Paul. Med., 
1960, 57: 293. 


MIxep Tumors of the palate are rare; the authors 
report on 8 patients with these tumors treated on the 
Head and Neck Service at a hospital for the treat- 
ment of cancer in Sao Paulo, Brazil. These tumors 
were histologically benign; excluded were 2 others 
which were frankly malignant. The youngest patient 
was 27, the oldest 67; 6 were women. The tumors were 
lateral to the midline at the junction of the soft and 
the hard palate. These tumors develop painlessly and 
slowly as submucosal nodules, rounded in shape, with 
telangiectasia in the surrounding mucosa. They are 
epithelial in origin, consisting of tissue similar to that 
of the parotid, submaxillary, and sublingual glands. 
Untreated, they continue to grow, encroach on the 
maxilla, become painful, and interfere with swallowing. 

Dentigerous and maxillary cysts lie more anteriorly 
than the mixed palatal tumors and feel cystic; ro- 
entgenograms show their dental origin; torus palatinus 
osteomas feel bony, are usually in the midline, and 
have a characteristic roentgenographic appearance. 
Antral tumors invading the palate produce more dis- 
comfort, with purulent and bloody nasal discharge 
and nasal obstruction. Roentgenograms reveal the 
antral tumor. Malignant epithelial palatal tumors 
and sarcomas grow fast and ulcerate the mucosa. 
Mixed tumors of a pharyngeal prolongation of the 
parotid can be confused with mixed palatal tumors, 
even with biopsy. However, the examiner can make 
the distinction by bidigital examination of the parotid 
from inside and outside the mouth; this examination 
should always be made in cases of palatal tumor since 
attachment to the parotid can be readily detected. 

There is a question whether these tumors are benign 
or malignant. The authors and other investigators 
consider them histologically benign but clinically 
malignant. They frequently recur locally, even when 
widely excised. They have a pseudocapsule through 
which tumor tissue extrudes. They should be treated 
by resection extending into normal tissue and in- 
cluding mucous membrane, periosteum, and bone if 
necessary. Simple enucleation does not suffice. Defects, 
including antrobuccal fistulas, can be managed by 
intraoral prostheses. Large tumors may have to be re- 
moved by means of an incision in the face along one 
side of the nose, curving under the nostril and down 
midline through the upper lip, which leaves a cos- 
metically desirable scar; for the smaller ones the 
buccal route is satisfactory. 
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The authors believe that radiation therapy adminis- 
tered postoperatively cuts down the chances of recur- 
rence. The 8 patients whose cases they report were 
treated by these principles with good results. 

— William B. Gallagher. 


NECK 

Structure of the Carotid Body Tumor. Isaac CostERO 
and Rosario BARRoso-MocuEL. Am. 7. Path., 1961, 
38: 127. 


THE OBSERVATIONS from study of the pathologic 
specimens in 6 cases of carotid body tumor are re- 
viewed. 

The silver impregnation methods of del Rio Hortega 
and Gros demonstrate the morphologic properties 
of receptor cells in the chief cells of carotid body 
tumors. Stained with silver, these appear as pyriform 
cells with single, long, thick processes with clublike 
endings. The clubbed ends do not show synaptic con- 
nections, at least with the staining method employed. 
The clubs are generally grouped around blood vessels, 
although some appear as isolated elements among 
other chief cells. The prolongations are so long and 
tortuous that their origin and termination do not 
generally appear in the same plane. They pass from 
one tumor lobule to another, occasionally forming 
thick bundles which cross blood vessels and end at 
various distances from their points of origin. 

In addition to the chief cells, some carotid body 
tumors contain argentaffin cells which are morpholog- 
ically similar to the Kultschitsky cells of the gastro- 
intestinal tract. When found, these are very abundant 
and exhibit an organoid distribution among the 
delicate connective tissue strands and capillary sinu- 
soids which form the boundaries of tumor lobules. 

In the absence of fibrosis and atrophy, all of the 
neoplastic lobules are innervated by a prominent 
framework of nerve fibrils, which have a normal 
appearance and are equipped with “boutons termin- 
aux,” end plates, and terminal baskets synaptically 
related to the parenchymal cells. 

Enlarged reproductions of the microscopic sections 
are excellent. —Ernest D. Bloomenthal. 


Cervical Aneurysms and Tumors, CreicuTon A. Har- 
DIN. Arch. Surg., 1961, 82: 435. 


OPERATIVE PROCEDURES necessitating occlusion of the 
common carotid artery present the problem of cere- 
bral anoxia. Symptoms referable to anoxia are re- 
ported in 20 to 30 per cent of patients after occlusion 
of the common carotid artery with mortality ranging 
from 7 to 50 per cent. This report deals with the man- 
agement of cases requiring resection and restoration 
of the carotid artery with emphasis on the possibility 
of sequelae due to cerebral anoxia. 

Case reports of carotid aneurysms are presented. 
Excision of the aneurysm and end-to-end anastomosis 
were possible in each instance because of a tortuous re- 
dundant common carotid artery. A transient neuro- 
logic defect followed 1 operation performed under lo- 
cal anesthesia with a carotid occlusion time of 6 min- 
utes. Another aneurysm was resected with no neuro- 
logic sequelae when cerebral protection was provided 
by means of 30 degrees C. of hypothermia. Hypother- 


SURGERY OF THE HEAD AND NECK 119 


mia was produced by circulation of heparinized blood 
through catheters in the saphenous and antecubital 
veins. 

Occlusion and sacrifice of the carotid artery are 
sometimes necessary in the resection of neck tumors, 
again presenting the problem of cerebral anoxia with 
its unpredictable sequelae. Anastomosis of the exter- 
nal carotid to the internal carotid artery has been re- 
ported with no complications, but intra-arterial man- 
ometric studies do not substantiate flow from the 
external to the internal carotid artery after ligation 
of the common carotid artery. 

Other means of preventing cerebral anoxia include 
bridging a defect in the carotid artery with a graft, 
either of autogenous saphenous vein rotated 180 de- 
grees to collapse the valves or of preserved homolo- 
gous artery. A temporary polythene shunt can be 
used. 
Tumors of the carotid body, although seldom ma- 
lignant, may necessitate ligation or excision of various 
portions of the carotid system. If the internal carotid 
artery is involved resection and arterial restoration are 
indicated with appropriate protection against cere- 
bral anoxia. —Patrick F. Jewell. 


Struma Lymphomatosa, Hashimoto’s Thyroiditis. Aus- 
Tin L. Vickery and Epwarp Ham.in, Jr. WV. England 
J. M., 1961, 264: 226. 


Know ence of the natural history of struma lympho- 
matosa is sparse and this is especially true of the early 
and late phases of the disease. A study of 16 patients 
with Hashimoto’s thyroiditis was made by taking 
two or more biopsies of the thyroid gland at varying 
intervals. The mean interval between biopsies was 
5.6 years. The tissue for histologic examination was 
obtained by open operation in 7 and by needle 
biopsy in 9 patients. The histologic preparations were 
examined and graded for estimated relative per- 
centages of parenchyma, lymphocytic infiltration, 
and fibrosis. 

The outstanding impression reached from the 
studies was the absence of any consistent pattern 
of progression in Hashimoto’s thyroiditis. Instead, the 
data indicated that the disorder is often self limited, 
reaching a certain stage and then remaining static. 
The patients represent a specialized group in that 
all were in a chronic phase of the disease. No useful 
comparison could be made between the treated and 
untreated groups. — Donald C. Geist. 


Malignant Tumors of the Thyroid Gland (Les tumeurs 
malignes du corps thyroide). L. De Gennes and R. 
Tourneur. Presse méd., 1961, 69: 223. 


IN THIS ARTICLE the authors discuss thyroid cancer 
from its various aspects. They quote the world litera- 
ture, present a few representative case histories, and 
then reach their conclusion. They believe that the 
clinical manifestations of malignancy in the infiltrating 
type of tumor are usually late. In the nodular type, the 
first indication is often distant metastases. Histologic 
proof of the diagnosis is imperative. In borderline 
cases, the presence of metastases is conclusive. 

Unlike those from cancers of other organs, distant 
metastases from cancers of the thyroid do not always 
speak for a poor prognosis since the clinical course 
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varies greatly. Surgical intervention seems to offer 
the only chance for cure in the early cases. Other 
methods are palliative but have their place in treat- 
ment. If the gland is diffusely indurated it is often 
impossible to differentiate clinically between thyroidi- 
tis and carcinoma. Here a needle biopsy is indicated. 

If the gland is cancerous, operation does not offer 
any chance of cure. In case of doubt about resectability 
surgical excision is still indicated even though it may 
be incomplete. Excision will facilitate I! fixation in 
the remaining portions and in metastases. This may 
be further enhanced by the administration of thyroid- 
stimulating hormone. The authors finally advise re- 
section of all solitary nodules especially if found to be 
silent on I"! studies. To their way of thinking, the 
uncertainty of the prognosis in the long run indicates 
a limited resection of the nodule. Limited resection, of 
course, will not disturb thyroid function. It is only at 
this acceptable price that they hope for a reduction 
in the mortality from thyroid cancer. 

— Joseph J. Bahuth. 


Modified Neck Dissection for Thyroid Carcinoma. 
Me tvin A. Brock and J. Martin MILLER. Am. 7. 
Surg., 1961, 101: 349. 


THE AUTHORS analyze the results of management of 
carcinoma of the thyroid gland in 143 patients seen at 
the Henry Ford Hospital, Detroit, Michigan, over a 
35 year period ending in 1959. Both the Divisions of 
General Surgery and Endocrinology participated in 
the study. It is noted that metastases were present in 
nearly all the patients, 94 per cent, when cervical 
lymph nodes were palpable clinically. In about one- 


third of the patients in whom palpable enlarged nodes 
were not present, metastases to the nodal chain were 
actually present. 

It is the practice of the authors to perform some 
type of node dissection in the majority of patients who 
have carcinoma of the thyroid gland. The classical 


radical neck dissection is used for those patients who 
have obvious metastatic spread to cervical nodes. In 
patients without palpable cervical lymphadenopathy, 
it is suggested that a modified neck dissection is justifi- 
able. The modified neck dissection is defined as a pro- 
cedure which is identical to the classical radical neck 
dissection except for the preservation of the sternoclei- 
domastoid muscle and the submaxillary gland area. 
— Orville F. Grimes. 


Bilateral Radical Neck Dissection. Louis RosEnreLp 
and J. Kennetu Jacoss. Surgery, 1961, 49: 359, 


THE AUTHORS reviewed 24 cases of patients with bilat- 
eral neck dissection, who were observed at the Van- 
derbilt University School of Medicine, Nashville, 
Tennessee. Six operations were performed in one 
stage and 18 in two stages. Twenty-one patients were 
male and 3 were female. Their ages ranged from 31 to 
77 years. Twenty-three had squamous cell carcinoma 
and 1 had malignant melanoma of the lip. Of this 
group 12 are living from 6 months to more than 5 
years after operation, 10 free of disease. 

Based on this study the authors advocate simulta- 
neous bilateral neck dissection in patients who have 
primary curable carcinoma with palpable metastatic 
carcinoma to the cervical nodes on each side. Staged 
procedures should be carried out when indicated. 
Discussion of the venodynamics relevant to bilateral 
jugular vein ablation is of interest. It appears that 
with bilateral jugular vein ligation, there is no unusual 
increase in intracranial pressure, and the facial edema 
which occurs is of little significance. The authors stress 
the importance of performing a tracheostomy in both 
one stage and staged bilateral neck dissections. Other 
helpful suggestions include the use of the reverse 
Trendelenburg position to aid venous drainage from 
the head and the early recognition and prompt treat- 
ment of either unilateral or bilateral pneumothorax. 
The latter may be life saving. —John 7. Hudock. 
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SURGERY OF THE NERVOUS SYSTEM 


CEREBRUM, CEREBELLUM, AND HYPOTHAL- 
AMUS 


Cerebral Cysticerosis (Consideraciones sobre cisticero- 
sis cerebral). ALFonso AsENjo. Cir. cirujan., Mex., 
1960, 28: 433. 


Arrer a short historical review, the parasitology, 
pathology, symptoms, and treatment of this parasitic 
disease are described. 

It is interesting to note that children are less affected 
than adults and that solitary forms are less common, 
1:4, than multiple cysts. The 3 main symptoms are: 
convulsions, changes in the papilla, and changes in 
one or several cranial nerves. Ventriculography some- 
times may facilitate the diagnosis. 

Surgical treatment should be carried out in solitary 
forms of the parasite, because mortality is only 24 per 
cent as compared with nonoperative procedures in 
which mortality is close to 100 per cent. In multiple 
cystic forms operative mortality is 49 per cent as com- 
pared to 37.5 per cent of patients without operation. 
Experience with biologic treatment is very limited. 

— Jaime Barcena. 


Brain Abscess in Children (Les abcés du cerveau chez 
M. R. Kein. Neurochirurgia, Stuttg., 1960, 


THE AUTHOR has treated 39 children with cerebral 
abscess. The peak incidence occurred during the first 
3 years in his series. Of the primary infections, otitis 
led to temporal abscesses, frontal sinusitis to frontal 
abscesses, and other processes, such as furuncles, 
purulent pharyngitis, and renal infections produced 
cerebral abscesses with a random distribution. 

The onset of symptoms was abrupt in most cases, 
with rapid progression. Localizing findings were fre- 
quently obscured by cerebral edema. 

The author much prefers direct cannulation of the 
abscess and is opposed to ventriculography in most of 
these cases. Although removal of an encapsulated 
abscess is always to be desired, the condition of the 
patient may dictate intervention before this has oc- 
curred, or the abscess may be in an unfavorable loca- 
tion for removal. In these instances, the author rec- 
ommends drainage of the abscess and instillation of 
antibiotics into the abscess cavity through the drain. 

Of the 39 patients, 7 died, 15 had persistent se- 
quelae, and 17 were cured. —Sanford Larson. 


Craniosynostosis Involving the Sagittal Suture Only; 
Guilt by Association? Dean J. Hempie, Lioyp E. 
Harris, HENppRIK J. Sven, and Couin B. Hotman. 
J. Pediat., 8. Louis, 1961, 58: 342. 


THE CLINICAL FINDINGS in 42 cases of craniosynostosis 
are summarized. Eighteen patients had craniosynos- 
tosis involving only the sagittal suture. Ten of the 18 
did not have surgical treatment, whereas 5 had in- 
adequate and 3 had adequate surgical procedures. 
The authors believe that patients with craniosynosto- 
Sis involving the sagittal suture alone have been given 


an unwarrantedly poor prognosis in regard to de- 
velopment, and they question the advocation of 
craniectomy for cosmetic reasons alone. 


Vertebral Angiography. Rosert Mones. Radiology, 
1961, 76: 230. 


ONE HUNDRED AND SIX successful cases of vertebral 
angiography are analyzed. In 94 cases the procedure 
was carried out by direct percutaneous puncture with 
a short-bevel 18 gauge spinal needle. In the other 12 
cases retrograde injection at the time of right carotid 
arteriography was performed. However, the latter 
procedure was successful in only one third of the at- 
tempted cases whereas with the percutaneous method 
a 70 per cent success rate was found. 

No complications were encountered in any of the 
attempted retrograde studies. Transient shoulder 
weakness and a neck hematoma were the only com- 
plications in 34 unsuccessful percutaneous attempts. 
When the direct study was adequate, there were 11 
transient complications including occipital lobe dys- 
functions, dysarthria, dysphasia, and 1 case ef per- 
manent increase in bilateral field defect and organic 
mental symptoms. 

In 32 patients studied because of a history of disease 
of the basilar-vertebral artery the results of 16 angio- 
grams were abnormal. In the group with posterior 
fossa tumors, 13 of 22 studies revealed some evidence 
of disease. In 4 there was a tumor stain, i.e., 1 menin- 
gioma, 2 metastatic carcinomas, and 1 acoustic neu- 
roma. In 4 cases there was a deviation of the basilar 
artery, in 3 displacement of the posterior inferior cere- 
bellar artery, and in 2 deviation of the superior cere- 
bellar artery. — Robert G. Ojemann. 


Studies on Carotid Artery Flow. Witttam H. Harp- 
ESTY, BROOKE Roserts, JAMEs F. Tooter, and HENRY 
P. Royster. Surgery, 1961, 49: 251. 


IN ORDER TO EVALUATE the many factors related to 
carotid artery blood flow in disease of this vessel as 
well as after deliberate occlusion for intracranial 
aneurysms, a more accurate and direct method of 
measurement is needed. For this the authors have 
studied the use of a noncannulating electromagnetic 
flowmeter at the time of neck dissection in patients 
with carcinoma. 

Internal carotid artery flow in 11 patients under 
anesthesia varied from 289 to 494 ml. per minute with 
a mean value of 364 ml. In 4 patients approximately 
70 per cent of the blood in the common carotid artery 
entered the internal carotid. In positioning the head 
the blood flow was greater with the head in mid posi- 
tion than when the head was turned away from the 
side of the operation. It was also found that occlusion 
of one carotid by external pressure resulted in an in- 
creased flow in the opposite vessel ranging from 13 to 
38 per cent. ; 

Acute occlusion of the common carotid artery 
caused the blood to flow from the external to the in- 
ternal carotid in 8 patients and in the reverse direc- 
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tion in 7. The rate of flow, however, was never over 85 
ml. per minute. 
The relationships of these findings to various clinical 
applications are discussed by the authors. 
—Robert G. Ojemann. 


Pressure Changes in the Ophthalmic Artery After 
Carotid Occlusion, VERNON H. Smiru. Brit. J. Ophth., 
1961, 45: 1. 


THE AUTHOR REVIEws the clinical aspects of carotid 
occlusion, discussing in detail the historical aspects 
with extensive bibliography. He points out that visual 
symptoms are prominent in this condition, conclud- 
ing that the two commonest lesions are homonymous 
hemianopsia and uniocular blindness, although 
diplopia, ptosis, papilledema, and pupillary changes 
are reported. 

He then considers uniocular blindness in greater 
detail. This may manifest itself by amaurosis, tran- 
sient or permanent, or optic atrophy. He reviews the 
literature on this subject and discusses the theories 
of evolution of both these conditions. Further dis- 
cussion on diagnostic methods including angiography 
and ophthalmodynamometry is included. 

He then describes a series of animal experiments 
using the rabbit which involve estimations of blood 
pressure and the use of a vital dye, pontamine sky 
blue, with subsequent pathologic examination of the 
material. 

In essence, he is able to demonstrate that unilateral 
amaurosis and optic atrophy associated with carotid 
occlusion can be explained on a simple pressure 
basis and does not require the invocation of the theories 
of embolism, hemodynamic crisis, or vasospasm. He 
suggests that these uniocular visual lesions occur 
because the pressure in the central retinal artery 
falls so low that it is either less than the intraocular 
pressure or not sufficient to satisfy the metabolic 
requirements of the retina. If the ischemic period 
is short the result will be transient amaurosis. If, 
however, the period is prolonged, sufficient damage 
may result to the retinal neurones that optic atrophy 
may ensue. —J. Winston Duggan. 


Aneurysms of the Anterior Communicating Artery. 
J. Lawrence Poot. 7. Neurosurg., 1961, 18: 98. 


THE AUTHOR describes the management and surgical 
technique for the treatment of aneurysms of the 
anterior communicating artery by which he has been 
able to lessen the mortality of this lesion to about 8 
per cent as compared with the mortality without 
treatment of 50 per cent or more. Thorough arteri- 
ographic study is made of suspected cases immediately 
upon hospital admission and operation is performed 
promptly, unless a patient is comatose. Patients are 
operated upon under hypothermia of 28 degrees C. 
and urea is routinely used. Through a bifrontal 
craniotomy, the falx is divided and temporary clips 
are applied to both anterior cerebral arteries for as 
long as 20 minutes. With complete control of the 
feeding arteries, the aneurysm itself is dealt with 
boldly and permanent clips applied to the neck or 
waist of the aneurysm. The method compensates for 
premature rupture of the aneurysm, gives sufficient 
exposure, and avoids resection or excessive retraction 
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of brain. In the author’s last 13 patients treated in this 
manner the mortality rate has been 7.7 per cent. 
Since the method represents a clear advance in the 
treatment of this very difficult entity, this article is 
recommended to interested surgeons. The precise de- 
tails of the technique are of major importance. 
—Raymond N. Kjellberg. 


Urea in Intracranial Surgery. MANUCHER Javi. 7, 
Neurosurg., 1961, 18: 51. 


THE AUTHOR bases his conclusions on experience ob- 
tained with the administration of urea to 700 patients 
and 150 experimental animals, carried out under 
varying experimental conditions designed to evaluate 
its effect on cerebrospinal fluid and intraocular pres- 
sure. The purpose of the article is to provide a de- 
tailed description of the method which has proved 
most effective in utilizing this drug. Significant shrink- 
age and protection of the brain were achieved with 
urea in 275 patients who underwent craniotomy under 
general anesthesia for supratentorial and infraten- 
torial procedures. The method obviated the need for 
lumbar puncture or ventricular tap during craniot- 
omy. It was used postoperatively as well as in the 
treatment of head injuries and brain abscesses. 

The author points out that severe renal damage 
represents a contraindication of the use of the drug 
except as a life-saving agent. The administration of 
urea should not be repeated if diuresis does not occur 
within 5 to 10 hours after the administration of the 
first dose. He also believes that the agent should not 
be employed in patients who have active intracranial 
bleeding, except during craniotomy. Finally, it should 
not be employed in a patient who is markedly dehy- 
drated at the time of admission to the hospital until 
rehydration is achieved. In order to obtain the maxi- 
mum benefits as far as reduction of brain volume is 
concerned, strict adherence to the principles outlined 
is essential. The author points out that at least two- 
thirds of the dosage of urea should be administered 
prior to opening the dura. — Joseph Ransohof. 


Anticholinergic Treatment of Severe Hidden Cere- 
bral Trauma (Zur Frage der anticholinergischen 
Behandlung schwerer gedeckter Hirntraumen). O. 
Scuorz. Chir., Leipzig, 1961, 86: 35. 


As A RESULT of an increase in the number of cerebral 
injuries the question of purposeful general treatment 
arises. Aside from treating shock and respiratory dif- 
ficulties suggested methods to restore the disturbed 
circulatory reaction have included: stellate blocks, 
osmotherapy, ganglionic blocks, and the administra- 
tion of phenothiazine and “‘hydergin.” 

The anticholinergic treatment is based on the 
pathophysiologic view that a cholinergic reaction oc- 
curs in the traumatized brain. The basis for this view 
is a measured increase of acetylcholine in the liquor. 
Investigations by the author have revealed a simul- 
taneous significant reduction of cholinesterase in the 
liquor after severe cerebral injuries and a restoration 
to normal levels with the return of consciousness. At- 
tempts at anticholinergic treatment using atropine 
and scopolamine have offered no results. The author 
proceeded to use a central anticholinergic substance, 
“keithon,” with clinical improvement. Electroen- 
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cephalographic studies indicated a more rapid return 
to normal tracings with this treatment. The author 
considers the rise in cholinesterase activity in the 
liquor a more significant indication of improvement 
than the degree of consciousness. 

—Andrew P. Adams. 


Primary Traumatic Pneumocephalos (Der primaere 
traumatische Pneumocephalus). N. Nixorai and P. F. 
NocKEMANN. Langenbecks Arch. klin. Chir., 1961, 296: 
493. 


TuIs COMPLICATION of a head injury, as found at the 
roentgenographic examination of the newly injured, 
has been reported rather infrequently. It must be dif- 
ferentiated from the secondary pneumocephalos 
which occurs a long time after an accident or other 
disease. Among 1,400 patients with cranial fractures 
treated within 10 years at the “Bergmannsheil” 
Hospital in Bochum, Germany, there were 21 patients 
with roentgenographic evidence of air in the cranial 
cavity. This is an incidence of 1.5 per cent, an astound- 
ingly high figure. Open fractures were not included in 
this group. 

In all the cases, the air spread within pre-existing 
spaces. In more than half, it was found in the sub- 
arachnoid space over the convexity of the cerebrum, 
with or without associated incomplete air filling of the 
ventricles. There does not seem to be a constant re- 
lation between the location of the fracture and the lo- 
cation of the air. Drainage of cerebrospinal fluid was 
observed in only 4 cases, but since there was almost 
always hemorrhage from some of the orifices, this may 
have been obscured. In all cases, the air was absorbed 
within a few days, which proves that the fistula must 
close very rapidly. An operation was, therefore, never 
required. 

This result is in contrast to that of secondary pneu- 
mocephalos, in which infection and increasing intra- 
cranial pressure often require operative intervention. 
Two of the 21 patients died, 10 per cent. The mortal- 
ity in the group without pneumocephalos, 1,380 cases, 
was 7 per cent. Only 1 patient recovered without any 
residue, and in 4 patients minor damage to the laby- 
rinth was the only late sequela. The other patients 
demonstrated various signs of cerebral damage, as 
they are commonly found after a severe cerebral con- 
tusion. The rehabilitation of 13 of the 21 patients 
could be followed up and was much more prolonged 
when compared to that of the patients without pneu- 
mocephalos. —Eckhard Fischer. 


Pneumocephalos Occurring with Osteomas of the 
Paranasal Sinuses (Pneumocefalo da osteoma dei 
seni paranasali), SERGIO BrIANI and ALESSANDRO 
CarTErt. Osp. ital. chir., 1960, 3: 379. 


Osrgoma of the paranasal sinuses is an uncommon 
condition in which a spontaneous penetration of air 
in the cranial cavity may take place. The authors 
have observed 1 such case. They review in consider- 
able detail the 22 cases so far reported in the world 
literature and discuss the more frequent symptoms 
and signs and the mechanism of production of the 
complicating pneumocephalos. 

The most satisfactory surgical approach for treat- 
ment of the primary bone lesion is through a trans- 
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frontal craniotomy with closure of the associated al- 
teration of meninges. Epileptic seizures may occur after 
operation. The operative mortality is nil. 

—Franco Rinaldi. 


Respiratory Disturbances in Parkinson’s Disease 
(Ueber Atemfunktionsstoerungen beim Parkinson- 
Syndrom). Ki. Scummpt and G. Kaniak. Neuro- 
chirurgia, Stuttg., 1960, 3: 182. 

Because oF the high incidence of pulmonary compli- 

cations in patients with Parkinson’s disease under- 

going stereotaxic operations, the authors investigated 
the respiratory function in these patients. The most 
severely limited pulmonary function was found in 
those individuals who had either marked rigidity, 

markedly abnormal pneumoencephalograms, or a 

markedly abnormal electroencephalogram. These 

findings coincided with the clinical observations of 
pulmonary complications. 

The authors suggest that the evaluation of pul- 
monary function be included with the other criteria 
in the selection of patients for operation. 

—Sanford Larson. 


Uncinate Sclerosis and Epilepsy (Uncinatussklerose 
und Epilepsie). J. E. Marx and F. Heppner. Neuro- 
chirurgia, Stuttg., 1960, 3: 120. 


ExaminaTION of the brains of epileptic patients dem- 
onstrates that the gliosis is not limited to the temporal 
areas but is often diffuse. Similar changes are seen in 
cerebrovascular disease. Convulsions also may be as- 
sociated with tumors or vascular malformations. Al- 
though seizures of the temporal lobe type are usually 
accompanied by a temporal focus in the electroen- 
cephalogram, anatomic abnormalities in the tem- 
poral lobe may not be present. Frequently, the tissue 
removed at operation is normal histologically. 

The authors have operated upon 4 patients with 
gliomas of the anterior cingulate region who had 
temporal lobe type seizures and a temporal electro- 
encephalographic focus. Hassler and Riechert have 
been able to prevent abnormal temporal discharges 
by cingulate resection. 

The authors conclude that the sclerosis of Ammon’s 
horn in epileptic patients represents part of a vicious 
circle which may be interrupted but not completely 
eliminated. —Sanford Larson. 


Diagnosis of Tuberculomas of the Brain. B. Rama- 
MURTHI and M. G. VaRAparRajAN. 7. Neurosurg., 1961, 
18:1. 


THE AUTHORS present clinical and roentgenologic 
material based on experience gained in the treat- 
ment of 175 tuberculomas of the brain at the Depart- 
ment of Neurosurgery at the Madras Medical Col- 
lege, India. These lesions represent 20 per cent of the 
intracranial tumors dealt with on their service, and 
the authors point out that they form a large percent- 
age of the intracranial lesions dealt with in the coun- 
tries of Asia, Eastern Europe, Italy, Spain, and South 
America. Since the advent of streptomycin, surgical 
intervention has been of greater clinical benefit to 
these patients. Therefore, clinical and roentgenologic 
diagnosis of tuberculoma of the brain is of importance 
to neurosurgeons in these areas. 
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The authors also point out that it is not necessary 
to perform an operation in every case, restricting this 
therapy to patients who are suffering from increased 
intracranial pressure. In the absence of pressure, 
medical therapy is fully effective. They point out that 
the clinical features of tuberculomas resemble those 
of other intracranial neoplasms. Angiography as well 
as ventriculography is important in establishing the 
diagnosis of these lesions, which evidently are often 
calcified fairly early in their development. Finally, 
the authors point out that clinically and roentgeno- 
logically two groups have been recognized, one the 
more frequent avascular type and, two, the less com- 
mon heavily vascularized lesions. 


— Joseph Ransohoff. 


Ventriculoatriostomy, Technical Note; The Accurate 
Placement of the Distal End of the Shunt into the 
Right Atrium Without X-Ray Control. V. H. Marx 
and W. H. Sweet. Neurochirurgia, Stuttg., 1960, 3: 115. 


THE AuTHORS have developed a method for correct 
placement of the distal end of the ventriculoatrial 
shunt which eliminates the necessity for roentgeno- 
graphic control. The distal end of the tube is passed 
down the vein until its entry into the right ventricle is 
signaled by an increase in pressure and by the appear- 
ance of ventricular extrasystoles in the electrocardio- 
gram. The shunt is then withdrawn, until the elec- 
trocardiogram and the pressure revert to their previ- 
ous condition. The increase in pressure can be deter- 
mined by observing the rise of the blood level in the 
transparent tubing, and the electrocardiographic 
changes are obvious even to those who are not expert 
electrocardiographers. This is a distinct advantage 
over the use of P-wave changes as an end point when 
the shunt is employed as an electrode, since these 
P-wave changes require interpretation by one who is 
versed in electrocardiography. 

The authors have used this method in more than 
12 patients with fine results. —Sanford Larson. 


Intracranial Epidermoids (Epidermoides intracranea- 
les). S. OprADOR and E, Lamas. Acta neurochir., Wien, 
1960, 8: 424. 


THE AUTHORS COLLECTED from the various neurosur- 
gical services in Madrid, Spain the cases of intradural 
epidermoid tumors that occurred in the past 13 years. 
There were 15 epidermoids among 1,530 intracranial 
tumors, or 1 per cent. Nine were in men and 6 in 
women. The age range was 16 to 53 years. Ten pa- 
tients were less than 35 years old. Three had had 
symptoms for many years and 1 for 20. 

The 6 patients with cerebellopontine angle epi- 
dermoids had facial hemiparesis in 2 cases, headache 
and dysphagia in 2 cases, or pain in the distribution 
of the trigeminal nerve. All had deficits of fifth, 
seventh, and eighth cranial nerves. 

The four tumors in the region of the optic chiasm 
were characterized by retro-orbital pain, temporal 
visual field defects, and a relatively normal sella on 
roentgenography. 

Three epidermoids in the sylvian fissure produced 
contralateral motor disturbances. Two intraventricu- 
lar lesions gave symptoms of increased intracranial 
pressure. 


Total removal was practiced whenever possible, 
However, portions of capsule were left in contact with 
the brain stem or major blood vessels, when adherent, 
without ill effect. All 15 patients were operated upon. 
There were 3 postoperative deaths, 2 of which oc- 
curred in the patients with intraventricular lesions. 
All the others had a good result. The 2 patients with 
neuralgic syndromes remained free of pain postoper- 
atively. —George L. Potter. 


Apoplexy Associated with Brain Tumors. C. G. Drake 
and D. McGee. Canad. M. Ass. F., 1961, 84: 303. 


In srupyiNnG the causes of intracerebral hemorrhage 
little attention has been paid to brain tumors as an 
etiologic factor. The authors have treated 236 patients 
with verified intracranial tumors during the period 
1952 to 1958. Massive hemorrhage was responsible for 
urgent treatment in 18 patients, 7.6 per cent, with an 
average age of 35.5 years. 

In 15 of these patients the diagnosis could be made 
prior to operation, either from the clinical findings or 
after special diagnostic procedures. The diagnoses in 
the other 3 cases were ruptured cerebral aneurysm, 
tuberculous meningitis, and posttraumatic hematoma 
of the posterior fossa. Eight patients had no premoni- 
tory symptoms. In the 7 others definite symptoms of 
disease had been present for 20 days to 3 years. All of 
the patients showed a worsening in their clinigal pic- 
ture with the onset of bleeding. The relationship of 
trauma to the onset of symptoms was fairly definite in 
only 1 case and obscure in 5 others. None of these 
patients was known to have had hypertension. 

The type of tumors found were malignant astrocy- 
toma, 10; “‘benign’’ astrocytoma, 2; medulloblas- 
toma, 2; meningioma, 1; chromophobe adenoma, 1; 
and metastatic melanoma, 2. In 15 cases the hemor- 
rhage was principally within the tumor; in 2 it was in 
the subarachnoid space; and 1 patient had a subdural 
hematoma. 

During this same time period, 1952 to 1958, a total 
of 191 patients with intracranial bleeding were seen. 
The incidence of tumors in the cases of intracranial 
hemorrhage was therefore approximately 9 per cent. 

— Robert G. Ojemann. 


Angiographic Findings Before and After Gamma 
Radiation Therapy (Co) of Gliomas (Osservazioni 
angiografiche pre- e postcobaltoterapia nelle neo- 
plasie di stirpe gliale). A. Bactocco and S. Sassaroul. 
Radiol. med., Milano, 1960, 46: 865. 


THE EFFECTIVENESS of Co radiation treatment of 
deep seated intracranial glioblastomas can be proved 
by the demonstration of a reduction of the tumor 
mass as revealed by posttreatment changes of the 
cerebral angiographic findings. 

The authors have studied a series of 80 patients 
treated since 1957 with a tumor dose of from 4,000 to 
5,000 r. —Franco Rinaldi. 


In Vitro-In Vivo Screening of Drugs for Use in 
Regional Brain Cancer Chemotherapy. M. S. 
ManaL_ey, Jr., H. Knisety, and Barnes 
7. Neurosurg., 1961, 18:8. 


THe AuTHORS describe a technique that is designed 
specifically to screen drugs potentially useful as ant- 
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cancer agents suitable for short exposure, regional 
brain cancer chemotherapy. The method is essentially 
that of incubation of experimentally-induced neoplas- 
tic cells for varying times and under varying condi- 
tions with the therapeutic agent in question. After the 
incubation period the cells are washed and reinjected 
into a new host animal. The gross characteristics of 
the neoplastic cells that grew after exposure to drugs 
were studied. 

Two tumors were used in this study, the rabbit car- 
cinoma (VX2) and the Walker rat carcinosarcoma 
256 (WR256). In general terms, the alkylating agents 
were more inhibitory against both tumors than were 
the amino acid analogues. 

The anticancer effect of each drug was more pro- 
nounced against both tumors with an incubation pe- 
riod of 37 degrees C. than with one of 20 degrees C. 

The authors express the opinion that this technique 
appears to be useful for evaluation of various anti- 
tumor substances under conditions of varying dura- 
tion of exposure and ranges of temperature. 

— Joseph Ransohoff. 


A Case of Intractable Pain in the Head and Face 
Associated with Pathological Changes in the Optic 
Thalamus, G. F. Rowsotuam. Acta neurochir., Wien., 
1960, 9: 1. 


A CASE REPORT is presented of a patient who had suf- 
fered from severe pain in the left side of the head and 
face for nearly 20 years. Left stellate ganglionectomy 
and left trigeminal neurotomy failed to provide relief 
of symptoms. The patient died the day after resection 
of the right sensory cortex. 

On microscopic examination of the brain, loss of 
cells in the nucleus centrum medianum and the medial 
portion of the nucleus ventralis posterior lateralis was 
observed. The right side was more severely involved 
than the left. The possible mechanism of the pain is 
discussed. 

The author concludes from these findings that in 
surgical thalamotomy for the relief of pain, bilateral 
thalamic lesions may be required in some instances. 

— Sanford Larson. 


CRANIAL NERVES 


Facial Nerve Grafting. Joun J. Contey. Arch. Otolar., 
Chic., 1961, 73: 322. 


THE AUTHOR REVIEWS 28 cases of nerve grafting as a 
method of repair after resection of the facial nerve in 
the extirpation of parotid tumors. He states that ir- 
radiation does not seem to deter nerve regeneration. 

Facial nerve repair was carried out by utilizing a 
segment of the contralateral sensory cervical plexus, 
incorporating the great auricular nerve with a main 
trunk and four branches or segments from the level 
of the third or fourth cervical vertebrae. Anastomosis 
was accomplished on the main trunk with No. 6-0 a- 
traumatic silk sutures. The small peripheral branches 
were approximated with a single No. 6-0 atraumatic 
silk suture. In some instances, small plastic tube cyl- 
inders were used to facilitate the approximation of the 
distal fibers. In 3 instances, filaments of the nerve 
graft were sutured directly into muscles without direct 
nerve approximation. 
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Thirteen patients, 46 per cent, were classified as 
having a good result. Three of these were classified as 
excellent, with good tone, support, and animation in 
the oral commissure, eye, cheek, and lower lip. All 
movements were basically mass movements with some 
refinement. Muscle control was adequate. It was de- 
ficient for extreme expression and emotion. Hyper- 
tonia, intermittent tics, and spasms were not uncom- 
mon. There were varying degrees of incorporation in 
expression but this ability ordinarily required high 
concentration and did not meet the demand of average 
and extreme emotional expression. 

Seven patients, 25 per cent, had poor results. Tone 
and support to the face was classified as fair. There 
was limited movement chiefly about the oral com- 
missure; the movement was of mass quality. Control 
was poor. There was no hypertonia. There was no 
significant movement or animation of emotional re- 
action. Movement was essentially a response to con- 
centrated effort. 

Eight patients, 29 per cent, were classified as failures. 
Two of these were dead within 6 months with no prior 
return of movement. One lost a large skin graft over 
the nerve graft, and another had a wound infection 
in a pedicle flap transposed over a nerve graft. Three 
had no clinical response. 

The author believes, on the basis of this study, that 
nerve grafting is a prime method of rehabilitation of 
the face after excision of the parotid gland and re- 
moval of a section of the facial nerve. It may be per- 
formed also as a secondary procedure. 

— 7. Ballenger. 


SPINAL CORD 


Low Back Pain and Sciatica (Lombalgie et sciatique). 
Roserto Moreira, L. Ramsey Straus, ROBERT 
Tate, and Pur D. Witson. Rev. chir. orthop., Par., 
1960, 46: 610. 


TWELVE HUNDRED PATIENTS were seen in the hospital 
for special surgical treatment between 1941 and 1957 
with a diagnosis of degenerated or herniated disc. 
Four hundred and sixty patients, or 38.3 per cent, 
were operated upon; the others were treated by con- 
servative means. One hundred and twenty-seven of 
the surgically treated patients operated upon more 
than 17 years ago were clinically reviewed. 

There were twice as many males as females among 
the operated on patients, and the highest incidence 
was between 35 and 45 years of age. However, there 
were 18 patients between 14 and 19 years of age. The 
symptoms were progressive in 52 per cent of the cases. 
Usually there had been several attacks of low back 
pain with painless periods. Low back pain and gluteal 
pain were noted in 1.3 per cent of the cases; low back 
pain and a bilateral ischialgia were noted in 12.4 per 
cent of the cases. 

There was a scoliosis in the majority of the cases: 
heterolateral in 87 per cent, homolateral in 15.5 per 
cent, and alternative in 10 cases. Limitation of straight 
leg raising was present in 90 per cent of the cases, 
bilaterally in 37 per cent. Pain with pressure on the 
spine was present in 84 per cent of the cases. Sensi- 
tivity disturbances were noted in 40 per cent of the 
cases and reflex changes in 63 per cent. Roentgeno- 
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grams showed changes in 51 per cent. Myelography 
proved to be positive in 77 per cent, false positive in 
13.4 per cent and false negative in 14 per cent. Rup- 
tured discs were found in 85 cases, 17.4 per cent. 
Protruding discs were found in 54 per cent. There 
were one meningioma, 1 carcinoma and 38 cases of 
adherent nerve roots. 

Some conclusions are interesting: (1) Neurologic 
symptoms generally persist after operation; (2) radi- 
ating pain in the leg is generally the last sign to dis- 
appear; (3) after removal of the disc 60 per cent of the 
patients were back to normal activity after 3 months. 
After disc removal with fusion it took generally 6 
months, 70 per cent of all patients operated upon re- 
turning to normal life; (4) there were 10 per cent poor 
results, and 5 times more after excision than after 
excision with fusion; and (5) nonunions increased 
when bone-bank bone was used. Since 1950 only 
autogenous bone was used, thus reducing con- 
siderably the number of instances of nonunion. 

—JF.C. Mulier. 


The Importance of Cervical Myelography in Cervical 
and Upper Thoracic Nerve Root Avulsion. 
AM JOSEPH VaRLEY. Radiology, 1961, 76: 376. 


Avutsions of the cervical nerve roots from the spinal 
cord may occur from forceful traction of the shoulder 
with or without simultaneous lateral movement of the 
head and neck. At this time there is frequently a tear 
of the dura and arachnoid extension along the nerve 
root and a leakage of spinal fluid with the eventual 
reformation of dura into a pocket, resulting in a 
traumatic meningocele. This may frequently be 
beautifully visualized by myelography as is shown in 3 
cases reported in this article. — Jack I. Woolf. 


Meningocele Sacralis Ventralis (Meningocele sacralis 
ventralis). H. CRAMER. Acta neurochir., Wien., 1960, 


THE LITERATURE concerning this condition is briefly 
reviewed, and 2 case reports are presented. The 
pathogenesis and pathologic anatomy are discussed. 
The roentgenographic findings are described. The 
previously described results of operation were un- 
favorable, with a high mortality rate and a high inci- 
dence of meningitis. These procedures were per- 
formed through the abdominal route. With the trans- 
sacral approach, as recommended by the author, the 
results have been good. —Sanford Larson. 


Further Observations on Lissauer Tractolysis. R. W. 
Rano. Neurochirurgia, Stuttg., 1960, 3: 151. 


THE AUTHOR PRESENTS an excellent review of the 
literature pertinent to the anatomy and functions of 
Lissauer’s tract. Experimental material is then pre- 
sented establishing the possibility of producing elec- 
trolytic lesions in Lissauer’s area and the substantia 
gelatinosa without causing widespread cord damage. 
It was the author’s opinion that it was possible to pro- 
duce lasting analgesia after Lissauer’s tractolysis 
and/or destruction of superior portions of the posterior 
horn. 

The technique was then applied clinically in an 
effort to maintain the high level of analgesia in asso- 
ciation with a high cervical cordotomy. A patient was 


presented who was treated with a cordotomy at the 
level of the second cervical vertebra and a series of 12 
consecutive electrolytic lesions on the left side from 
sixth cervical through the first thoracic vertebrae. 
The author concludes that this technique is safe to 
continue to use in selected patients with organic pain 
in an effort to produce analgesia in dermatomes of the 
upper extremities. —Foseph Ransohoff. 


The Species Treatment of Spina Bifida Occulta in 
the Presence of Late Symptoms in the Lower Limbs 
(Die operative Behandlung der Spina bifida occulta 
bei direkten Fernsymptomen an den unteren Glied- 
massen). K, F, SCHLEGEL. Acta neurochir., Wien, 1960, 
8: 495. 


In his extensive review of the literature, the author 
traces the development of concepts concerning the 
disorders in the lower limbs, bladder, and rectum oc- 
curring in spina bifida occulta. Fuchs in 1909 applied 
the term myelodysplasia to the anomalous structure 
of the nervous elements themselves. Zehnder classified 
those patients who become progressively worse into 
those with adhesions between nerve roots, dura, bone, 
and skin and those with fibroadipose masses within 
the spinal canal pressing upon the neural structures, 
The former was termed “spina bifida occulta mye- 
loadhaesiva,’” and the latter “spina bifida occulta 
myelocompressiva.” Beckmann explained the coin- 
cidence of the growth spurt of puberty with worsening 
of the patient’s symptoms on the basis of the vertebral 
column outgrowing the cord and nerve roots. 

Laminectomy from the fourth lumbar vertebra to 
the end of the dural sac was performed on 12 patients 
between the ages of 8 and 16 years, all with progres- 
sive pes cavus in spite of constant and sometimes 
operative treatment. No correlation was found be- 
tween the size of the vertebral bony defect and the 
severity of the neurologic deficit. 

Four patients were found to have the second to fifth 
sacral roots adherent to each other. These adhesions 
were freed by blunt dissection. Two cases of spina 
bifida occulta compressiva with compressing fibro- 
fatty masses were treated by removal of the masses. 
A tense filum terminale was resected in 3 cases. In 3 
other patients without remarkable disease, the filum 
terminale was again resected. In 1 case, the filum was 
remarkably thickened. The author warns against 
opening a meningocele sac, if present. One such pa- 
tient was the only 1 of the series worsened by opera- 
tion. 

Trophic changes in the lower limbs of 5 patients 
improved postoperatively. In these same 5, an ob- 
servable improvement of the cavus deformity oc- 
curred. Five patients under observation less than 1 
year have not been observed to improve, but progres- 
sion of symptoms has been arrested. 

—George L. Potter. 


The Surgical Treatment of Metastatic Epidural 
Tumors. SANFORD Larson, NICHOLAS WETZEL, RUBEN 
Brocuner, and DanieL Ruce. Q. Bull. Northwest. 
Univ. M. School, 1961, 35* 42. 


LaMINECTOMY was performed on 23 patients with 
neurologic deficit secondary to metastatic epidural 
tumor. Six patients were completely paraplegic prior 


to 
pa 
or 
op 
Wi 
tie 
di 
SF 
Ti 
TI 
64 
fo 
gli 
we 
17 
ce 
du 
m 
tie 
hi 
m 
m 
ce 
de 
in 
tu 
tic 
qu 
di 
tr 
tu 
m 
n 
cc 
de 
te 
th 
pe 
di 
T 
Of 
te 
O} 
pe 
de 
pr 
pr 
re 
tr. 
pl 


to operation and did not improve afterward. The 17 
atients with incomplete cord lesions either improved 
or had no increase in their neurologic disability after 
operation. 

The rapid progression of the neurologic findings 
was associated with a poorer prognosis. Three pa- 
tients, of whom 2 should be considered surgical deaths, 
died within 1 month of operation. 


Spinal Cord Tumors. G. Lomparpi and A, PasseRINi. 
Radiology, 1961, 76: 381. 


THE AUTHORS report on a total of 249 spinal tumors. 
The thoracic spine was the most frequent site with 
64.2 per cent. Meningiomas predominated here, 
followed by neurofibromas, extradural tumors, and 
gliomas. The other sites in the order of frequency 
were (a) cervical with 17.2 per cent, (b) lumbar with 
17 per cent, and (c) the sacral regions with 1.6 per 
cent. Fifty-seven per cent of the tumors were intra- 
dural, 17 per cent extradural, 15 per cent intra- 
medullary, and 11 per cent both intradural and 
extradural. 

Seventy-four neurofibromas were seen in 71 pa- 
tients. This was by far the largest single group of 
histologic type tumor found. Seventy-one meningio- 
mas were observed in 69 patients. Bone changes from 
meningiomas were found in approximately 12 per 
cent. These changes usually consisted of erosion and 
decalcification of the pedicle which was in contact 
with the tumor. Quite often calcifications were found 
in these tumors. Thirty-eight per cent of all the 
tumors produced bone changes and 4 caused calcifica- 
tions that were roentgenologically visible. The fre- 
quency of bone changes was 74 per cent in the intra- 
dural and extradural tumors, 57 per cent in the ex- 
tradural tumors, 35 per cent in the intramedullary 
tumors, and 26 per cent in the intradural tumors. 

The authors stress the importance of performing 
myelography in cases of suspected tumors whether or 
not there are bone changes and even at sites which 
conflict with, or only partially agree with, the clinical 
data. When possible, myelography should be ex- 
tended to the whole of the spinal cord so as to exclude 
the presence of other tumors, which were found in 4 
per cent of the material, and of other pathologic con- 
ditions. — Morris Sanders. 


SYMPATHETIC NERVES 


Endoscopic Thoracic Sympathectomy (La simpatice- 
tomia toracica per via endoscopica; indicazioni e 
risultati). C. Morone. Chirurgia, Milano, 1960, 15: 
541. 


THORACIC SYMPATHECTOMY can be performed without 
opening the chest using the instruments and the 
technique originally devised by Jacobeous for his 
operation of endoscopic pleurolysis. A series of 10 
patients in whom this procedure was carried out is 
described in this article from the Surgical Clinic of 
the University of Pavia Medical School, Italy. The 
procedure is carried out under local anesthesia and 
premedication, only the occasional emotional patient 
requiring a general anesthetic. In such a case, endo- 
tracheal intubation is necessary. A preliminary com- 
plete pneumothorax is produced in two or three 
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stages, the week preceding the operation. The instru- 
ment is introduced into the chest in the third or 
fourth intercostal space, along the midaxillary line, 
through a small incision in the skin. The visualization 
of the sympathetic chain and ganglia normally offers 
no difficulty to the experienced operator, but on oc- 
casion it might be difficult because of the presence of 
adhesions or pleural thickening. Once the chain is 
cleared, it is cut with the cautery; control of the 
bleeding is obtained by the same means. ‘The indica- 
tions for this procedure are those generally accepted 
for the standard sympathectomy. In all 10 patients 
operated upon excellent results were obtained. Mor- 
tality and morbidity were nil and all patients left 
the hospital a few days after the procedure was per- 
formed. — Riccardo Benvenuto. 


Neuroblastoma; Review of 28 Cases and Presentation 
of 2 Cases with Metastases and Long Survival. 
Ricuarp L, Kine, JoHNn P. Storaasit, and RosBertr 
P. Botanve. Am. 7. Roentg., 1961, 85: 733. 


AFTER a brief review of the literature the authors 
begin this detailed report with a discussion of the 
histopathology of neuroblastoma. This tumor arises as 
a result of maldevelopment or dysontogenesis of 
embryonal neuroblasts of the neural crest ectoderm. 
These tumors were arbitrarily divided into groups 
depending on the degree of maturation of the neuro- 
blasts: sympathicoblastoma—the least differentiated, 
9 cases; neuroblastoma, 13 cases; and ganglioneuro- 
blastoma—the most mature with abundant neuro- 
fibril formation, 6 cases. 

In the clinical material presented there were 13 
males and 15 females. Their ages ranged from new- 
born to 4.5 years, with 3 having the disease at the 
time of birth. The tumor originated in the retro- 
peritoneal area in 20 of the 28 cases with 10 of these 
being in the adrenal gland, 7 from the paralumbar 
sympathetic chain, and in 3 the exact retroperitoneal 
site could not be determined. In the other 8 cases the 
sites of origin were cervical, 1; mediastinal, 3; pelvic, 
2; and unknown, 2. 

Only 4 patients had neurologic abnormalities when 
first seen: 1 with Horner’s syndrome, 1 with blind- 
ness, and 2 with spinal cord compression. In the other 
patients the initial complaints were a palpable mass in 
6, metastasis in 5, fever in 5, anorexia in 4, and pain in 
4. Metastatic disease was present in 9 cases when the 
patient was first seen, and developed during treatment 
in 7 others. Five of the 10 patients who had a bone 
marrow aspiration showed tumor. Roentgenologic 
examination revealed calcification in 7 cases, all in 
primary abdominal tumors. Nineteen of the 20 pa- 
tients with an abdominal tumor had an intravenous 
pyelogram and the result of this study was abnormal 
in all but 1. 

In none of the patients was a complete surgical re- 
moval of the tumor possible. A partial excision was 
performed in 16 and a biopsy in 12. Metal clips were 
used to mark the tumor to help position subsequent 
roentgenotherapy. Twenty-three patients received 
radiation to the primary tumor after operation. 

In evaluating the results the rare reports of 10 to 15 
year survival and then death from recurrent tumor 
must be considered. However, in this series all of the 
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deaths occurred within 6 months and Farber has re- 
ported 99 per cent of deaths within 2 years. In the 
authors’ series there are 15 patients living 1 to 17 
years after diagnosis. The survival in 26 patients 
followed up longer than 2 years is 50 per cent. This is 
compared with other reported series. There was no 
correlation of age with survival. However, when con- 
sidering the site of origin, only 1 of the 10 patients with 
tumor originating in the adrenal is alive, whereas all 
of those with tumors of extra-adrenal origin have 
survived. In relation to the histologic type, 100 per 
cent of those with ganglioneuroblastoma, 46 per cent 
of those with neuroblastoma, and 33 per cent of those 
with sympathicoblastoma are alive. All of the 12 
patients with no demonstrable metastatic disease are 
living except 1 whose death was related to postopera- 
tive renal vein thrombosis. Of those patients with 
metastatic disease 31 per cent still survive. 

Fifteen patients were treated with partial surgical 
excision plus one course of radiation therapy and 11 
are still alive. No correlation between the radiation 
dose and survival could be made. In 3 cases osteo- 
chondroma was induced by the radiation. 

A detailed report of 1 case with multiple skeletal 
metastasis is made. This patient has been given radia- 
tion to each of the areas involved and is well 6 years 
after the diagnosis was first made. In the second case 
discussed in detail the patient had a biopsy of a skin 
nodule with no therapy, yet his obvious metastasis 


spontaneously regressed and he is well 8 years later. 
— Robert G. Ojemann. 


MENINGES 


Homologous Dura Mater Grafts. MicHaEt S. Mason 
and Joun Raar. Ann. Surg., 1961, 153: 423. 


THE AUTHORS first studied the effect of homologous 
dural grafts in dogs and found that there was a very 
satisfactory replacement of the nonviable dura by an 
ingrowth of fibroblasts along the inner surface of the 
graft. The graft was usually replaced through a proc- 
ess of swelling, degeneration, and absorption. The 
thin layer of fibroblasts along the inner surface was 
gradually thickened into a well-organized collagenous 
fibrous sheet similar to the original host dura. 

Such dural grafts were then used in a clinical 
human series of 52 cases. The only complication was 
an occasional collection of sterile fluid and 1 case of 
gross infection. 

The dura is usually obtained at autopsy from un- 
embalmed bodies and sterilized with beta-propio- 
lactone. The dura could then be kept in Hank’s 
solution for 8 to 10 weeks, or could be lyophilized and 
kept at room temperature for 2 or 3 years. 

The results would tend to show that this is a very 
satisfactory method of obtaining a dural graft and 
probably results in the best available material, aside 
from autogenous grafts. — Jack I. Woolf. 
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SURGERY OF THE INTEGUMENT AND CONNECTIVE TISSUES 


SKIN AND SOFT TISSUES 


A Dissenting View on the Prophylactic Removal of 
Plantar and Palmar Nevi. Frank C. Wi1son, Jr., 
and Putip C. ANDERSON. Cancer, 1961, 14: 102. 


To DETERMINE the incidence of plantar and palmar 
nevi, 1,100 naval personnel, 926 male, 174 female, 
between 20 and 60 years of age were examined. The 
over-all incidence of these nevi found in men was 
17.5 per cent and in women 28.7 per cent. 

The authors submit the following peculiar algebraic 
formula in support of their opposition to routine 
excision of plantar and palmar nevi: if “‘a” equals 
the percentage of the population with melanoma, 
estimated at approximately 0.05 per cent, and if “b” 
equals the percentage of those melanomas occurring 
on the soles, approximately 5 per cent, and if “c” 
equals the percentage of the population having one 
or more plantar nevi, and “‘d” equals the percentage 
of plantar nevi that will become melanomas, then 
“a” X “b”? equals “‘c” X “‘d,” since both products 
represent the percentage of the population with a 
plantar melanoma. Using their over-all figure of 
14 per cent for “‘c” the authors obtain a value of 0.018 
per cent for ‘“‘d”’ and believe this represents the occur- 
rence of melanomatous change in plantar nevi. 

—Harvey W. Baker. 


Anterior Tibial Syndrome (La sindrome della tibiale 
anteriore). M. S. DEL Buono and M. MuMENTHALER. 
Radiol. med., Milano, 1960, 46: 1022. 


A stupy of the etiopathogenesis, the clinical and 
roentgenologic aspects, and the therapy of the ante- 
rior tibial syndrome is reported in this article from the 
Central Institute of Radiology and the Neurologic 
Clinic of the University of Zurich, Switzerland. The 
authors define the syndrome as an ischemic necrosis 
of the extensor muscles of the foot in the anterior 
muscular compartment of the leg. The decreased 
blood supply to the muscles can be brought about by 
a host of factors, including organic vascular changes 
of the anterior tibial artery or other proximal arteries 
(femoral, external iliac), traumatic bone lesions in- 
volving the vessels directly or indirectly, and excessive 
and prolonged exertion of the muscles of the leg, 
“march ischemia.” 

It has been shown that the anterior tibial artery 
behaves as a terminal artery. Collateral circulation 
after proximal ligature of the anterior tibial artery is 
limited to a few vessels at the dorsum of the foot which 
are inadequate for a satisfactory arterial supply of the 
muscles of the anterior compartment. In the absence 
of organic vascular changes, defective arterial circula- 
tion can be caused by an increased muscular mass 
resulting from excessive and prolonged activity of the 
muscles. 

‘The defective circulation, in turn, causes a relative 
muscular ischemia in the rigid anterior muscular 
compartment, edema of the tissue, and then further 
ischemia with necrosis of the muscular parenchyma 


and nerve elements. The lifeless muscle fibers are 
gradually replaced by fibrous tissue. 

The clinical picture includes severe pain and swell- 
ing and redness of the middle third of the anterior 
aspect of the leg. A decrease of the extension move- 
ments is detected early and a paresis of the extensor 
muscles later. Reflexes are not involved. Pedal pulses 
are present in cases in which the syndrome is due to 
excessive and prolonged exercise of the leg. After the 
acute phase has passed, an induration of the anterior 
tibial muscle can be palpated. A ‘“‘spontaneous 
arthrodesis” fixes the tibiotarsal joint more or less at 
a right angle. 

Abdominal aortography and peripheral arteriog- 
raphy help in establishing the exact site of the lesion 
and thus assist in the treatment of the condition. 

If surgical intervention is undertaken within 24 to 
48 hours from the onset of the symptoms, there is a 
strong possibility that irreversible lesions may be pre- 
vented. Treatment depends on the type of the lesion 
that brought about the syndrome. The operation may 
be an embolectomy, an endarterectomy of the ex- 
ternal iliac artery, an arterial anastomosis, or a 
sympathectomy in cases of a functional lesion without 
evidence of organic disease. In incipient muscular 
ischemia, the chain reaction leading to muscular 
death must be halted by a large incision of the an- 

sc» crural fascia. Postoperative local hypothermia, 

vat‘on of the leg, and sympathetic block are sug- 
gesicc. Eight personally observed cases are reported: 
5 were due to traumatic vascular lesions, 2 to frac- 
tures of the tibia and femur, respectively, and 1 was 
due to excessive and prolonged exertion. 
— Michele A. Chiechi. 


Pilonidal Cyst—Misnamed, Misunderstood, and 
Mistreated. Ropert M. Harpaway. 7. M. Ass. 
Georgia, 1961, 50: 51. 


THE AUTHOR comments on the prevalence of pilonidal 
disease in military life stating that it is a disease pri- 
marily of young men, and conditions of military life 
are conducive to the start of symptoms. He states that 
prior to World War II the accepted treatment for 
pilonidal disease in the Army was excision, but re- 
cently the Army has come to accept a much more 
conservative treatment. It is well known that the 
considerable percentage of patients with so-called 
good results have recurrent trouble after operation of 
the classical type for pilonidal cyst. 

The author is of the opinion that “pilonidal cyst” 
is not a cyst, but is an acquired intergluteal sinus 
secondary to ingrown hair from the intergluteal skin 
with added infection and granuloma or abscess. It 
has been shown that a hair when introduced into a 
skin cleft which is constantly in motion could erode 
through the skin and form a sinus tract, which would 
remain open as a result of the constant foreign body 
reaction of the hair. Some of the sinus tracts were 
lined by squamous epithelium which simulated a hair 
follicle. It has been postulated that hair in the inter- 
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gluteal cleft could be sucked into the opening of a 
*pilonidal cyst” by the constant compression and 
decompression of riding in a jeep or other vehicle. It 
is well known that the hair of a pilonidal cyst almost 
always lifts out easily and is free at both ends. 

Recurrence and infections are usually due to in- 
grown hair, trauma, and poor personal hygiene. 

The regimen recommended by military service for 
managing pilonidal disease is as follows: 

1. The entire intergluteal area is shaved every 4 to 
5 days whenever infection is present or threatens. All 
hair is removed from the sinus opening and kept out. 

2. Meticulous personal hygiene is observed, with 
thorough soap-and-water cleansing of the intergluteal 
area daily. Hexachlorophene detergent should be 
used, if possible. The anal area is cleaned after every 
bowel movement and the area is kept as dry as pos- 
sible. Weight reduction is advised in the obese. 

3. These patients are not assigned as drivers or 
passengers in vehicles. 

4. If there is an abscess, the patient is hospitalized 
and the abscess drained, but antibiotics are not given. 

5. If there is a chronic draining sinus unresponsive 
to the above treatment, the patient is hospitalized 
and the tract laid open. Hair and debris are wiped 
away. Usually no tissue is excised and no sutures are 
used. 

Excisional surgery is not necessary. 


—Donald M. Clough. 


The Dorsal Approach for Digital Forms of Dupuy- 
tren’s Contracture (L’abord dorsal dans les formes 
digitales de la maladie de Dupuytren). M. Isexin, D. 
mig and J.-P. Brouet. Ann. chir., Par., 1961, 


‘THE DIFFICULTIES in exposure of digital Dupuytren’s 
contractures through conventional volar incisions 
persuaded the authors at the Maison Départementale 
of Nanterre, France to adopt a dorsolateral approach, 
which has been used in 16 patients since 1959. The 
incision is placed dorsolaterally from the base of the 
finger to the nail. Further exposure can be achieved 
by a transverse addition over the dorsum of the mid- 
dle phalanx. The approach exposes directly the poste- 
rior attachments of the contracture and allows identi- 
fication of the digital nerves in healthy tissues. The 
opposite side of the finger can be easily reached 
anterior to the tendons. If the transverse palmar inci- 
sion gapes with the fingers extended, the authors fill 
the defect with a graft from the forearm in order to 
maintain good digital extension. This approach has 
permitted complete exposure of the many variations 
in attachment of the fibrous frenum. 

Five clinical stages are described. Stage 0 includes 
fibrous nodulation without retraction and does not 
require operation. The first degree is characterized 
by flexion of the proximal phalanx and extension of 
the other two. The lesion is in medial continuity with 
the palmar lesion and adheres to the skin without ex- 
tension to the bone and without displacing nerves. 
The second degree is characterized by flexion of the 
middle phalanx and extension of the distal; a thick 
frenum extends anteriorly from the region of the 
metacarpal phalangeal joint to the middle phalanx 
with slight posterior extension to the interphalangeal 


130 International Abstracts of Surgery - August 1961 


joint. The nerve can be found between the frenum 
and the proximal phalanx. In the third degree, which 
is characterized by flexion of all three phalanges, a 
unilateral frenum, beginning either in the palm or at 
the base of the proximal phalanx, extends to the distal 
phalanx sending posterior attachments to each pha- 
lanx and thereby engulfing the nerve. The posterior 
approach is particularly helpful for this lesion. In the 
fourth degree, which, though similar to the second, is 
characterized by hyperextension of the distal phalanx 
and flexion of the middle phalanx, a frenum extends 
from the metacarpophalangeal region laterally and 
posteriorly on to the extensor mechanism of the mid- 
dle phalanx. For this type of frenum the dorsal ap- 
proach is likewise ideal. Lack of ischemic necrosis or 
subsequent contraction have led the authors to use 
the dorsal incision routinely. — John H. Wulsin. 


PLASTIC REPAIR 


Exposure in Free Split-Thickness Skin Grafts, James 
K. Masson. Arch. Surg., 1961, 82: 342. 


THE OPEN TREATMENT of skin grafts is regarded as a 
particularly useful procedure in locations where dress- 
ings present a problem, such as the neck, thorax, 
abdomen, groins, and perineum. It is considered to 
be probably the best way of managing free skin grafts 
in areas complicated by problems of drainage and in 
chronically granulating wounds. Advantages are nu- 
merous, including in particular the fact that the grafts 
are under continuous observation. 

The simple technique involves laying the grafts in 
place without sutures or dressings. The graft is pro- 
tected by a wire-screen cage taped in place over the 
grafted region. The graft appears white at first; in 
about 72 hours, it changes to a natural pink color, at 
which time it is firmly attached. During the first 4 to 
6 days, numerous small blebs and accumulations of 
fluid beneath the graft require special care. The use 
of nitrofurazone, furacin, gauze and tubbings in the 
Hubbard tank are helpful in controlling the crusting 
about the grafts in some cases. 


The Use of a Molded Splint to Prevent Contracture 
After Split Skin Grafting on the Neck. THomas D. 
Cronin. Plastic & Reconstr. Surg., 1961, 27: 7. 


ALTHOUGH split skin grafts have found universal 
acceptance as a means of skin replacement in repair 
of extensive losses and in the correction of scar con- 
tractures, their use on the neck has ordinarily been 
something less than satisfactory. 

It is known that a split skin graft shows minimal 
contracture when stretched out over a convex sur- 
face, but on a concave surface the forces of contracture 
are unhindered. McIndoe showed that this contracture 
could be prevented by use of a mold in the cavity 
of the urethra for about 6 months, until the tendency 
toward contracture has subsided. The author applied 
this principle to the present problem by means of an 
adjustable splint which is worn for about 6 months to 
keep the neck extended and pressure on the skin 
grafts. 

If the scar contracture is an established fact the 
procedure is carried out as follows: The scar tissue 
is excised completely down to normal subcutaneous 
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tissue. All vertical margins of the defect are broken 
up with one or more Z-plasties. The skin graft may 
then be applied immediately or delayed for several 
days. Delay is indicated if there is persistent oozing 
of blood, if the neck is not fully extended because of 
shortness of the underlying muscles, or if there is a 
possibility of fat necrosis. The graft is then sutured in 
place and a pressure bandage is applied in the form of 
a bolster dressing reinforced by an elastic bandage. 
Postoperatively, the patient is made to lie still with 
the neck hyperextended. 

The day after operation the bolster dressing is 
removed and the grafts inspected; hematomas and 
serous collections are evacuated. With a thin dressing 
over the graft a plaster mold of the neck is made for 
use of the splint’s manufacturer. The patient is then 
returned to his hyperextended position in bed but 
the bulky dressing is dispensed with because it causes 
a loss of skin over the larynx. The splint should be 
extremely accurately molded to secure a definite 
chin-neck angle, with even pressure on the entire 
graft. It is applied during the second week after 
grafting and is worn continuously for approximately 
6 months. Any losses of skin greater than 1 cm. in 
diameter are immediately regrafted. Twelve cases 
have been managed with 11 excellent results which 
are far superior to others with previously tried methods. 

—Carl Schiller. 


BREAST 


Mammary Infarcts Associated with Pregnancy Pre- 
senting as Breast Tumors. JAcK Hasson and CHARLES 
H. Pope. Surgery, 1961, 49: 313. 


THE AUTHORS report 3 cases of infarcts of physiologic 
hyperplastic mammary tissue appearing in association 
with pregnancy. These lesions appeared in the last 
month of pregnancy in 2 cases and during the week 
after parturition in 1 case. All 3 were excised and 
examined histologically. Examination revealed hyper- 
plastic mammary tissue with extensive coagulative 
necrosis. A preoperative diagnosis of fibroadenoma 
was made in 2 cases. 

Infarcted breast tumors have been seen in patients 
with mitral stenosis and heart failure. Vascular lesions 
are thought to be the cause. The cause in these 3 
cases reported is not known but the authors postulate 
that mechanisms causing a relative vascular insuffi- 
ciency in the organ during increased proliferative 
and metabolic activity were involved. Surgical ex- 
cision with histologic examination is advised. 

—John 7 . Hudock. 


Estrogen Excretion of Patients with Breast Cancer, 
G. I. M. Swyer, Auprey E. Lez, and J. P. Master- 
TON. Brit. M. F., 1961, 1: 617. 


Tue am of the investigation reported was to study 
estrogen excretion in conjunction with subsequent 
clinical progress to see if preoperatively it might be 
possible to predict from the hormone picture a pa- 
tient’s response to oophorectomy or adrenalectomy. 
The postoperative progress was compared with any 
alteration in amounts of patterns of hormone excre- 
tion caused by the operation and in addition the 
histology of the primary tumor was reviewed in con- 


nection with the estrogen levels and response ‘o 
treatment. 

Estrone, estradiol, and estriol estimations were 
made preoperatively and postoperatively on patients 
with breast cancer who underwent oophorectomy, 
adrenalectomy, or both. In most cases the operations 
were carried out as therapeutic procedures when 
metastases had actually occurred rather than as a 
prophylactic measure. No difference was found in the 
preoperative estrogen levels of patients who improved 
and those who did not and clinical progress was not 
correlated with the decrease in estrogens caused by 
operation. It was suggested that when these women 
were considered for gonadectomy, tumors which were 
possibly once hormone dependent had become auton- 
omous. The authors also noted that there was no 
connection evident between the histology of the 
primary tumor and estrogen levels or clinical re- 
sponse. —Gordon F. Madding. 


Breast Cancer and Thyroid Disease. Grorce M. 
Bocarous and Joun W. FIintey. Surgery, 1961, 49: 461. 


C.InIcaL and epidemiologic studies raise the question 
of whether there might be a positive correlation be- 
tween the incidence of goiter and the incidence of 
breast cancer. It appears that areas plagued with 
goiter tend to have a high breast cancer mortality 
rate. Conversely, areas with a low incidence of goiter 
seem to have a low breast cancer death rate. Although 
such evidence is far from conclusive, it may be jus- 
tifiable to regard the data as meriting further inquiry. 

From the experimental laboratory there is evidence 
that impairment of thyroid function may affect the 
mammary gland to a considerable degree. This effect 
upon the breast appears to be mediated through the 
ovary secondary to pituitary activity which has been 
initiated by the thyroid dysfunction. 

The possibility exists that goiter may indicate an 
endocrine abnormality of significance in human breast 
cancer. It appears that continued intensive study of 
the hormonal aspects of breast cancer is in order and 
also that a study of the phylogenetic relationship of 
hormone development to neoplasia might be war- 
ranted. — John 7. Maloney. 


Survival of Patients with “Recurrent” or Inoperable 
Carcinoma of the Breast with Special Considera- 
tion of the Effect of Hormonal Treatment. E. 
Ratzkowsk! and A. Hocuman. Cancer, 1961, 14: 300. 


THE PRESENT STUDY deals with 338 unselected female 
patients with advanced breast cancer. The authors 
have evaluated the factors which influence survival as 
well as the part played by hormonal treatment in pa- 
tients with advanced or inoperable breast cancer. The 
mean survival of all patients in this study calculated 
from the date of diagnosis to the date of death was 39 
months. The mean survival of these same 338 patients 
after the appearance of recurrence, including 70 pa- 
tients with inoperable disease, was only 9.6 months. 

No relationship between age and length of survival 
was noted in this study. The cancer free period did not 
influence survival time after the appearance of recur- 
rent or metastatic disease. 

Patients with local recurrence had a mean survival 
time of 28 months; patients with osseous metastases 
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had a mean survival time of 19.6 months; and patients 
with systemic metastases had a mean survival time of 
only 11.6 months. 

There were 270 patients treated by hormonal ther- 
apy with an average survival time of 20.2 months 
after the appearance of recurrent disease. There were 
66 patients without hormonal therapy who had an 
average survival time of only 14.5 months. The auth- 
ors found the response to adrenalectomy poor. 

—Edward F. Lewison. 


Thiotepa in Carcinoma of Breast Treated by Bilateral 
Adrenalectomy and Oophorectomy. A. B. MILLER. 
Brit. M. F., 1961, 1: 619. 


ON THE Basis of the work of Watson and Turner in 
1959, who described a new approach to the treatment 
of metastatic carcinoma of the breast by combining 
thiorEPA with testosterone, the author decided to try 
the administration of thiorEPA to patients with ad- 
vanced carcinoma of the breast who had previously 
undergone bilateral adrenalectomy and oophorec- 
tomy. The patients selected for treatment had either 
failed to improve after operation or had a relapse 
after a period of improvement. 

ThiorEPA was given by intramuscular injection, 
starting with 15 mgm. three times a week for 2 weeks, 
and thereafter 15 mgm. weekly. Treatment was con- 
tinued until leukopenia, a white-cell count of fewer 
than 4,000/c.mm., developed. When leukopenia 
developed, thioreEPpA was withheld until the white- 
cell count rose above 6,000/c.mm. Of the 12 patients 
studied, 5 had had a period of improvement after 
bilateral adrenalectomy and oophorectomy varying 
from 11 to 30 months. In the other 7, the disease had 
continued in spite of the operation. 

ThiorErA produced temporary improvement in 2 
patients and in the remainder, no effect was seen. 
The author postulates that the results might have been 
improved had thiorepA been administered at the 
time of the operation. Also, he believes that another 


reason for failure might be the relatively small doses 
of thiorepa used although larger doses probably 
would have been hazardous. One factor deserved 
comment; one benefit noted in all patients after the 
use of thiorEPA has been that on morale. Both the 
patient and his relatives feel that something is being 
done and hope is therefore retained. 
—Gordon F. Madding. 


The Response to Adrenalectomy of a Leukoerythro- 
blastic Process Due to Metastatic Carcinoma of 
Breast. I. D. Fraser and C. H. Tarsor. Lancet, Lond., 
1961, 1: 690. 


LEUKOERYTHROBLASTIC, that is, myelophthisic ane- 
mia may occur as the result of bone marrow metastases 
in patients with advanced breast cancer. The authors 
note that a poor prognosis is associated with patients 
having this type of metastases. 

Seventy-seven patients with metastatic or inoper- 
able breast cancer were subjected to adrenalectomy, 
and their records were reviewed with special reference 
to the leukoerythroblastic process in the peripheral 
blood. Nine patients showed this type of anemia but 
only 7 of these survived the adrenalectomy procedure. 
The criteria for this anemia were nucleated red cells 
in the peripheral blood along with myelocytes and 
juvenile polymorphonuclear leukocytes. All patients 
had diffuse metastases to bone. 

After adrenalectomy the average survival time for 
this entire series was 10.5 months and for those having 
leukoerythroblastic anemia the survival time was 
almost identical—10.6 months. The possible mech- 
anism by which adrenalectomy caused a reversal of 
this type of anemia to normal in 6 of the 7 patients is 
discussed. The authors state that despite the un- 
certainty of the exact mechanism of response to 
adrenalectomy, the presence of this condition in pa- 
tients having extensive metastatic disease should not 
influence the decision against this type of endocrine 
ablation procedure. —Edward F. Lewison. 
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CHEST WALL 


Penetrating Wounds of the Chest. Carrot A. Pra- 
popy and Vincent P. Coxuins. 7. Am. M. Ass., 1961, 
175: 1129. 


Tue AUTHORS reviewed the records of 300 patients 
with penetrating wounds of the chest with particular 
consideration of the roentgenologic diagnosis. 

The most common early finding roentgenologically 
is hemothorax. Small amounts of blood in the pleural 
cavity may be missed if the posterior costophrenic sinus 
is not inspected in oblique or lateral views. Roent- 
genograms made in the prone and supine positions may 
aid in diagnosis of larger amounts of fluid by change 
in the fluid level. Pneumothorax occurred in 60 per 
cent of the patients with chest injury, but was demon- 
strated in only 35 per cent of the authors’ series. When 
both air and fluid are present in small amounts, a 
distinct interface may be seen. This has been termed a 
“crescent-shell effect’? by one of the authors. Sub- 
cutaneous emphysema was the next most frequent 
finding. Air in the mediastinum or pericardial space is 
usually absorbed early and may not be of much help. 
Hemorrhage, however, is important. Subcutaneous 
bleeding, emphysema, and dressings may add to the 
difficulty in diagnosis. 

The chest injury may be so serious that surgical re- 
pair is necessary before roentgenographic examination 
is performed. In this event, roentgenograms should be 
made postoperatively to serve as a base line for future 
study. Conference between the roentgenologist and 
surgeon may aid in determination of the diagnostic 
procedures needed roentgenologically. 

—Donald C. Geist. 


Diagnosis and Operative Therapy of Thoracic Wall 
Tumors (Diagnose und operative Therapie der Brust- 
wandtumoren). V. JAGpscHiAN, M. Herinx, and F. 
Linper. Chirurg, 1961, 32: 170. 


MODERN THORACIC SURGERY has demonstrated that 
good results are possible in the removal of thoracic 
wall tumors which were once considered inoperable. 
Included in this group are bony, cartilagenous, and 
soft tissue neoplasms as well as pleural tumors. Diag- 
nosis can be difficult because of a lack of symptoms. 
A visible protrusion and dull pressure are important 
symptoms whereas effusion, fever, joint pain, “drum 
stick” nails, and dyspnea are often signs of an ad- 
vanced process. Diagnostic aids are: a history of pre- 
vious diseases and operations, a good physical exam- 
ination, a complete laboratory work up, diagnostic 
pneumothorax, puncture and biopsy, and radical re- 
moval of the tumor. 

‘The authors classify the tumors into three groups: 
primary thoracic wall tumors, metastases from other 
tumors, and tumor-like structures of the chest wall. 
Adding 787 tumors in the literature to 41 personal 
cases, the authors found 64.5 per cent to be malignant 
and 35.5 per cent benign. They collected 91 chon- 
dromas from the literature. Lipomas can develop any- 
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where in the chest wall and constitute about 10 per cent 
of all tumors. The neurinomas are pure intrathoracic 
tumors and are usually incidental findings in chest 
roentgenograms. They are slow growing and mostly 
asymptomatic. They can develop anywhere along the 
course of an intercostal nerve and have been reported 
on the anterior chest wall. Relatively rare benign 
tumors are the osteomas, giant cell tumors, fibromas, 
and hemangiomas. 

The sarcomas are the most common malignant tu- 
mors. The fibrosarcoma is the commonest and because 
of its expansive growth is often resectable without re- 
moving the chest wall. The undifferentiated sarcomas 
infiltrate and metastasize early and have a poor prog- 
nosis despite early operation. Osteogenic sarcomas are 
the most important followed by hemangiosarcomas, 
Ewing’s sarcomas, and myelomas. 

The Ewing sarcoma, which originates in the reticu- 
loendothelial system, is commonly found in the scap- 
ula, clavicle, and ribs. It occurs before the age of 20 
and usually in men. 

The myeloma arises in the bone marrow and is oc- 
casionally isolated in the bony chest wall. Demonstra- 
tion of Bence-Jones protein in the urine is not always 
possible. 

Secondary tumors of the chest wall are very common 
and metastases should be suspected in isolated de- 
struction of the bone. Most common are metastases 
from the breast, prostate, thyroid, and bronchus as 
well as from hypernephromas. In considering the dif- 
ferential diagnosis one must think of tumors of the 
pleura and lung. The localized fibrous mesothelioma 
is slow growing in a thick fibrous capsule and usually 
has a wide base. 

The biggest problem in operative treatment is the 
covering of the thoracic defect. Small defects are 
closed with adjacent soft tissue such as muscle or fas- 
cia. Larger defects present a problem, especially if the 
skin has been removed. Since the advent of antibiotics, 
autoplastic and alloplastic transplants have been used. 
The authors use the fascia lata because of difficulties 
in using synthetic material. —Andrew P. Adams. 


Malignant Lesions of the Chest Wall. Joun W. Pork, 
ALAN H. Battey, Dimrrrios G. GREGORIADES, and W. 
W. BucxincHaM. Missouri Med., 1961, 58: 217. 


EicuT cases of primary malignant lesions involving 
the chest wall are reported. These lesions included a 
malignant plasmacytoma, an osteolytic osteogenic 
sarcoma, an osteogenic chondrosarcoma, 3 fibrosar- 
comas, a rhabdomyosarcoma, and a ganglioneuroma. 

The most extensive resection involved the removal 
of 4 ribs and surrounding soft tissues. Five of these 
8 patients were living at the time of follow-up, but 
only 1, the patient with an osteochondrosarcoma, 
had had a follow-up for an appreciable length of time 
—15 years. 

In the majority of these cases the defect was closed 
with tantalum mesh which was thought to be very 
satisfactory in this regard. — John W. Braasch. 
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TRACHEA, LUNGS, AND PLEURA 


Experimental Cineroentgenographic Study of the 
Thoracic Duct (Der Ductus thoracicus in der roent- 
genkinematographie Experimentalstudie). P. MALEK, 
A. BEAN, and J. Kote. Fortsch. Réntgenstrahl., 1960, 
93: 723. 


THE THORACIC DUCT was opacified with lipiodol F by 
injecting the lymphatics of the posterior extremity in 
dogs. Dye traveled through the superficial lymphatics 
of the thigh, then to the deep para-aortic nodes to the 
cisterna chyli to the duct. Lipiodol was used because it 
does not mix with lymph, and individual droplets can 
be observed. 

The dye showed up quickly after injection and the 
duct could be reopacified after massage of the lymph 
nodes and the extremity injected. 

The dye from the thoracic duct was observed to en- 
ter the venous system rapidly in the form of droplets at 
maximum inspiration. The influence of arterial pulsa- 
tion effect on the duct was studied, especially in the 
region of the aorta, and this effect was included as a 
factor in propulsion of chyle. The possibility of utiliz- 
ing this method in the clinical situation was discussed 
and appeared to be unfavorable. | —George Bonk. 


Observations on the Cytology of Tracheobronchial 
Secretions Collected by a a Davip 
Pecora and M. Wirson Totti. Dis. Chest., 1961, 

9: 256. 


A METHOp is described for collecting tracheobronchial 
secretions by means of transtracheal aspiration. Un- 
der local anesthesia, a 15 gauge needle is inserted 
through the membranous portion of the trachea at a 
level 1 cm. below the border of the cricoid cartilage 
in the anterior midline of the neck. A 6 inch length 
of sterile polyethylene tubing is inserted into the 
trachea through the needle, after which the latter is 
withdrawn. One to three cubic centimeters of saline 
is then injected into the trachea, the patient is en- 
couraged to cough, and secretions are aspirated into 
the same syringe. Slides are then made and stained by 
the Papanicolaou and Gram techniques. 

The authors believe that secretions obtained in this 
manner are less likely to be contaminated by desqua- 
mated cells and other debris from the oral cavity than 
are expectorated sputum samples or secretions as- 
pirated through the bronchoscope. In 82 patients 
undergoing this examination, it was possible to diag- 
nose or suspect carcinoma from a single specimen in a 
considerable portion of the patients who had the 
disease. 

Polymorphonuclear leukocytes were found in the 
secretions of all of these patients. The difficulty of ob- 
taining patients who do not have a history of smoking 
or exposure to some type of bronchial irritant, either 
chemical or bacterial, was thought to be the cause for 
the high incidence of inflammatory cells. 

-—Frank 7. Milloy. 


The Cytologic Diagnosis of Lung Cancer. STEPHEN 
WiiuraMs. Med. 7. Australia, 1961, 1: 233. 


THIS ARTICLE is a review of the author’s findings in 
the cytologic diagnosis of lung cancer over the past 
7 years. The material studied was from bronchial 


washings or sputum. The results of the study were 
reported in five categories: (1) no neoplastic cells; 
(2) atypical cells, but no evidence of malignancy; 
(3) cells suggestive of malignancy; (4) cells strongly 
suggestive of malignancy; and (5) cells conclusive for 
malignancy. There were 1,877 patients selected for 
this study and approximately 6,000 sputum examina- 
tions were reviewed. Out of this group of patients 190 
were found to have lung cancer. No false “‘ conclusive” 
reports were submitted and only 14 false “suspicious” 
reports. In only about half of the patients with lung 
cancer will the result of examination of the first spec- 
imen be positive. This points out the necessity of 
having repeated specimens examined. There is a 
slightly higher incidence of positive results from 
sputum examination in contrast to bronchial wash- 
ings. 

Cytologic survey in this group of patients revealed 
a diagnosis rate of 80 per cent. The author emphasizes 
that cytologic study is primarily a screening proce- 
dure, but that a report of grade 5, cells conclusive 
for malignancy, is justification for a thoracotomy in 
the absence of other positive clinical and roentgeno- 
graphic findings. —Richard L. Lawton. 


An Anatomopathologic Study of the Prescalene 
Lymph Nodes in 71 Subjects with Various Forms 
Malignant Tumors (Studio anatomo- 
patologico dei linfonodi prescalenici in 71 soggetti con 
varie localizzazioni di tumori epiteliali maligni). 
Franco RILKE, CESARE GIARDINI, and PIERO Capponi. 
Chirurgia, Milano, 1960, 15: 553. 

AFTER the original description by Daniels in 1939, 

biopsy of the scalene nodes has been widely used in 

the diagnosis and prognosis of malignant neoplasms 
and other diseases of the lung. This article is based 
upon a pathologic study conducted on the subject at 
the Institute of Pathology of the University of Milan 

Medical School, Milan, Italy. 

During the period 1949 to 1959, a total of 71 pa- 
tients with different forms of malignant lesions of all 
organs were studied and in all a bilateral removal of 
the scalene nodes was performed. The specimens were 
studied microscopically. The following results were 
obtained: The primary tumor was localized in the 
lungs in 16 cases, in the gastrointestinal tract in 33 
cases, and elsewhere in the body in 19 cases. Finally, 
in 3 cases there was a systemic hemoblastosis. 

The highest incidence of positivity of the scalene 
nodes was encountered in a case of pulmonary car- 
cinoma; of a total of 16 patients with this lesion, 7 
cases or 43.7 per cent showed invasion of the scalene 
nodes. In 13 cases of carcinoma of the stomach, posi- 
tive findings were observed in 4 patients, 30.7 per 
cent. Positive sections were observed in 3 of the 8 sub- 
jects, 37.5 per cent, with carcinoma of the gallbladder. 
Hemoblastosis, 3 cases, gave positive results in all 
cases. The over-all figures read as follows: The scalene 
nodes were involved in the neoplastic process in 30 
of the 71 subjects studied, with a positivity of 42.3 
per cent. 

In concluding the article, the authors confirm the 
usefulness of this technique in the diagnosis and prog- 
nosis of carcinoma of the lungs. 

—Riccardo Benvenuto. 
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Surgical Incidence of Broncholithiasis (Incidences 
chirurgicales de la broncholithiase). E. Resoup. 
J. fr. méd. chir, thorac., 1961, 15: 201. 

BRONCHOLITHIASIS, ordinarily an uncommon cause of 
respiratory disease, was found by the author in 3 pa- 
tients operated on by him in less than a year. In each, 
hemoptysis was the presenting symptom, usually 
minimal but persistent. In the first patient hemoptysis 
developed as a relatively acute illness; in the other 2 it 
was superimposed upon chronic pulmonary disease, 
nonspecific and suppurative. 

Preoperative diagnosis of broncholithiasis was not 
established in these patients; tomographs revealed the 
presence of calcific shadows—retrospectively sugges- 
tive—which findings would have had enhanced value 
if reproduced in serial roentgenograms. Bronchoscopy 
likewise failed to establish the site of hemorrhage. This 
fact was explained by the relatively peripheral loca- 
tion of the broncholithiasis and the intense surround- 
ing inflammatory reaction of the mucosa. The author 
believes, nevertheless, that the hemoptysis, not the es- 
tablishment of the diagnosis of broncholithiasis, was 
the important determinant of the indication for surgi- 
cal intervention. Thus, in 1 case, old bronchiectasis 
with acute flare was an indication for operation. In 
the other 2 patients the preoperative findings were 
suggestive of tumor, although cytologic examinations 
were negative. 

The operations were difficult owing to intense peri- 
hilar organization. The excellent results justified tak- 
ing the risks. 

The justification for this report is that 3 patients 
with unexpected findings of broncholithiasis at opera- 
tion were seen in a relatively short period of time 
despite the purported rarity of this disease. There are 
9 excellent photographs. —Edwin 7. Pulaski. 


Results of Surgical Intervention in Bilateral Bron- 
chial Dilatations (Résultats du traitement chirurgical 
dans les dilatations bronchiques bilatérales). MicHEL 
Marc Preautt. 7. fr. méd. chir. thorac., 

15: 219. 


THE AUTHORS PRESENT an analysis of 5 years’ expe- 
rience with 161 excisional procedures for chronic 
bronchiectasis, 72 directed at bilateral bronchial le- 
sions. Twenty-five of the 72 operations were per- 
formed on children between the ages of 9 and 16, 40 
on patients between 16 and 25, and 7 on adults 
beyond the age of 25. Prior experiences in children 
established that: (1) bilateral bronchial dilatation is 
not a contraindication to surgical excision, which is 
valuable and beneficial; (2) postoperative manage- 
ment is always difficult; (3) excision of the principal 
focus effects reduction in the volume of sputum, some- 
times obviates the need for additional operation; (4) 
the second operation demands careful preparation and 
accurate timing; and (5) optimal results were obtained 
when the lesions were fixed and stable. 

Over-all mortality was zero. Complications, never- 
theless, were always more frequent and more severe 
in those with bilateral dilatations. Greater experience 
established that meticulous preoperative preparation 
is the key factor determining the occurrence and 
severity of these complications, and its important ele- 
ments are precise diagnosis, stabilization of the dis- 
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ease process, and mechanical and enzymatic drainage 
and cleansing of the lesions. Antibiotics are useful 
only as adjuncts to these measures and are optimally 
beneficial when administered only 8 to 15 days prior 
to operation. The interval between operations, which 
varied between 5 and 30 months, was determined by 
the stabilization and fixation of the lesions, and, in 
turn, by accurate bronchograms. Residual bronchitis 
and unrelenting progression of the disease are com- 
mon contributory causes of surgical failures. The em- 
phasis is on medical preparation which should define 
precisely lesions safely and profitably removable. 
The high risks of complications notwithstanding, 
the surgical removal of fixed, stable bilateral bron- 
chial dilatations affords the opportunity of spectacu- 
lar anatomic and clinical cures in 1 of every 2 pa- 
tients, the authors conclude. —Edwin 7. Pulaski. 


Four and One-Half Years’ Experience in the Treat- 
ment of Emphysema and Other Respiratory In- 
sufficiencies by Tracheal Fenestration. E. E. Rockey, 
C. F. Biazstx, S. A. THompson, and S. VirAButTr. 
Dis. Chest., 1961, 39: 117. 


THIS PRESENTATION deals with a report of the authors’ 
experiences with tracheal fenestration in the treatment 
of pulmonary insufficiencies covering a period of 4.5 
years. 

Tracheal fenestration is a surgically created, air- 
tight, leakproof, skin lined tracheocutaneous com- 
munication over the lower anterior cervical level. 
Tracheal fenestration per se, as pointed out by the 
authors, does not do anything for the patient. If per- 
formed properly, it does not reduce dead space and it 
does not interfere with phonation or cough mechanism. 
It does provide a route for catheter insertions for effec- 
tive tracheobronchial aspirations and aspirations by 
the patient. A dramatic increase in the exercise toler- 
ance of these patients with respiratory insufficiencies is 
accomplished by effective elimination of retained se- 
cretions in the tracheobronchial tree. 

On the basis of the encouraging experiences of the 
authors, they recommend that tracheal fenestration be 
used in the treatment of diffuse emphysema. They be- 
lieve themselves justified in making a plea for this form 
of treatment in an earlier stage of this always progres- 
sive disease. Also, they believe that those patients par- 
ticularly who already have electrocardiographic evi- 
dence of cor pulmonale should be given the opportu- 
nity to be helped before failure of the right side of the 
heart develops. 

Their indications are as follows: (1) Advanced cases 
of diffuse emphysema with or without cough and ex- 
pectoration; (2) excessive suppurative diseases of the 
lungs when excision is contraindicated; (3) fibrocystic 
disease of the pancreas with excessive pulmonary se- 
cretion; and (4) patients with far advanced pulmonary 
tuberculosis, for whom no other form of therapy can 
be offered. —Gordon F. Madding. 


Surgical Treatment of Pulmonary Tuberculosis 
Associated with Anthracosis and Silicosis in Coa 
Miners. P. Razemon and M. Riper. 7. Thorac. 
Cardiovasc. Surg., 1961, 41: 281. 


PULMONARY RESECTION for tuberculosis was performed 
on 159 miners who had in addition evidence of sili- 
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cosis and anthracosis. The postoperative mortality 
rate within 6 months was 5.6 per cent. This report 
from the University of Lille, Lille, France calls atten- 
tion to the poor outlook in patients with this type of 
disease treated by chemotherapy alone. 

The best indication for surgical intervention is a 
recent, well limited tuberculosis, well treated by anti- 
biotics for 6 months, in a patient under 50 years of 
age showing the punctiform, pin head, or micro- 
nodular form of pneumoconiosis. The authors reject 
patients over 55 years of age who are in a poor cardio- 
renal state, patients with diffuse forms of silicotic 
tuberculosis, and patients with vital capacities below 
2,500 ml. or maximum expiratory volume per second 
below 1,500 ml. Patients with cor pulmonale are not 
operated on. 

Dissection of the hilar structures is more difficult 
in silicotic tuberculosis than in anthracotic tubercu- 
losis. 

Lobectomy was the best type of resection; in 128 
cases there were 4 deaths. 

It was possible to close 6 of 11 bronchopleural 
fistulas by the application of silver nitrate through an 
endoscope. The other 5 necessitated thoracoplasty. 

Adequate postoperative institutional care is re- 
quired. — James §. Conant. 


Reconstruction of the Raw Surface After Pulmonary 
Segmental Resection. M. C. Repprx and W. A. 
Cuitps. 7. Thorac. Cardiovasc. Surg., 1961, 41: 465. 


THERE IS A DIFFERENCE OF OPINION among surgeons 
concerning what, if anything, should be done about 
the raw surface of lung remaining after segmental re- 
section. Whereas some leave the denuded surface of 
lung open, others attempt to close the area by various 
means, such as oversewing it or covering it with a 
pleural graft. The disadvantage of leaving the raw 
area open is, of course, the increased amount of air 
leak. The disadvantages of the various methods of 
closing the raw surface lie in the fact that lung tissue 
is distorted and respiratory efficiency thereby de- 
creased. 

In 110 cases of segmental resection, the segmental 
surface was left open in 44 cases and was sutured to 
neighboring lung tissue in 66 cases. The incidence of 
bronchopleural fistula in the reconstructed cases was 
half the incidence in the nonreconstructed cases. 
There was no increased loss of pulmonary function in 
the reconstructed group compared to the nonrecon- 
structed group, as determined by preoperative and 
postoperative pulmonary function tests. 

It is concluded that there is benefit derived from 
the closure of segmental surfaces of lung by suturing 
them to neighboring pulmonary surfaces by the tech- 
nique described. —Frank 7. Milloy. 


Causes of Death After Lung Resection (Die Todesur- 
sachen nach Lungenresekitionen). H. Denck and W. 
Kurscuera. Alin. Med., Wien., 1960, 15: 584. 


‘THE AUTHORS discuss a series of 405 patients who under- 
went lung resection during a 2 year period. The total 
mortality was 11.1 per cent, which means 45 patients 
died after the operation. ‘The lung resection had been 
carried out for carcinoma in 220 patients. ‘Thirty- 
seven of these patients, or 16.8 per cent, died after 


/ 
operation. Ninety patients had resections for tubercu- 
losis; 2 of these, 2.2 per cent, died postoperatively. 
Of the 95 patients upon whom resections were carried 
out for other diseases only 6 died, i.e., 6.3 per cent. 
The mortality due to bronchocarcinoma after opera- 
tion is about 10 per cent up to the age of 65, but then 
increases to 20 per cent up to the age of 70, and 
patients over 70 years of age will have a mortality 
of 40 per cent. 

In 7 of the 37 patients who died after operations for 
carcinoma death was due to metastasis of the original 
tumor. Three of the 37 patients, 0.74 per cent, died of 
massive postoperative bleeding. One patient who was 
operated upon for unspecific bronchial stenosis died of 
cardiac arrest and 1 infant died 4 hours after the 
operation of unknown cause. 

The most common complications were bronchial 
fistula and empyema. In this group of 405 operated 
upon patients these complications occurred in 4.4 per 
cent; in 3 cases empyema was present without bron- 
chial fistula. Five patients died of cardiac failure, 7 of 
lung embolism, 5 of pneumonia, 2 of enterocolitis, and 
3 of respiratory insufficiency. 

It may be interesting to note that none of the pa- 
tients died of diabetes with electrolyte imbalance, the 
reason for this being good co-operation with the 
Medical Service. —Frank R. Lichtenheld. 


HEART AND PERICARDIUM 


Incidence of Cardiac Arrhythmias Following Non- 
cardiac Thoracic Surgery. Juan B. Caratayup, 
GeorcE A. KELsER, JR., and Cesar A. CAcEREs. 
Thorac. Cardiovasc. Surg., 1961, 41: 498. 


ARRHYTHMIA occurred in 4.4 per cent or 15 patients 
of a group of 338 patients who had undergone non- 
cardiac thoracic operation. Postoperative cardiac 
arrhythmia was noted with greatest frequency in the 
42 to 71 year age group and one-third of these pa- 
tients died. Sinus tachycardia with rates above 150 
was diagnosed in 6 patients. Premature atrial or pre- 
mature ventricular contractions were detected in 6 
patients. Atrial fibrillation occurred in 2 patients and 
an atrioventricular block in another. 

It seemed that age and carcinoma were predispos- 
ing factors. Pre-existing heart disease, type of anes- 
thesia, sex or race of patient did not influence the 
onset of arrhythmia. The incidence of arrhythmia was 
highest, 46.6 per cent, after exploratory thoracotomy 
and lowest, 6.6 per cent, after segmental resection if 
classified according to type of operation. Despite 
digitalization or other treatment the mortality rate 
was high. —Benjamin G. P. Shafirof. 


Open Heart Surgery for Mitral Regurgitation and 
Stenosis. Henry T. GuMERSINDO BLANCO, 
Josepn F. Uriccnio, and Lixorr. Arch. 
Surg., 1961, 82: 128. 


‘THE AUTHORS REPORT on their experience in the 
surgical treatment of mitral stenosis and insufficiency 
by the open technique at the Hahnemann Medical 
College and Hospital, Philadelphia, Pennsylvania. 
The left thoracotomy approach was employed in all 
of the 73 patients in whom the right ventricle outflow 
tract was the site of placement of the venous drainage 
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cannula. The right common femoral artery was used 
as the inflow tract. 

Of the 36 cases of mitral insufficiency, 26 patients 
were treated by posterior plication of the annulus. 
Four were treated by insertion of an ivalon wedge 
between the detached margin of the mural cusp 
and its annulus. Three patients with ruptured chordae 
had their structures resutured and reinforced with 
dacron cloth. Three patients with traumatic in- 
competence had the tear in the septal cusp repaired 
with interrupted nylon sutures. There were 7 deaths 
in the postoperative period, a mortality rate of 19.4 
per cent. 

Cases of mitral stenosis were attacked in 37 patients, 
6 of whom had undergone previous mitral commis- 
surotomy by the closed technique. Both mitral com- 
missures were incised in all patients. In 8, extensive 
subvalvular fusion was adequately relieved by in- 
cision into the papillary muscle. Significant calcific 
deposits were removed in 6 patients. In 8, large 
organized thrombi were removed from the atrial 
cavity. No significant regurgitation could be detected 
by digital exploration at the conclusion of the pro- 
cedure or by clinical means in the postoperative peri- 
od. Five deaths occurred in this group of 37, a 
mortality rate of 13.5 per cent. 

The advantages of the left sided approach are 
emphasized particularly with regard to the exposure 
of the valve and accuracy with which the defects 
may be corrected. In addition, the outflow tract 
from the right ventricle appears to be as satisfactory 
as vena cava drainage and makes unnecessary 
separate coronary vein drainage. Air embolism is 
prevented by an atmosphere of carbon dioxide about 
the heart and aspiration of air from the left ventricle 
at the time of closure of the left atriotomy. 

— James S. Conant. 


Perfusion Technic for Surgery on the Aortic Valves. 
Vixinc Oxov By6rx. Ann. Surg., 1961, 153: 173. 


ONE OF THE more important factors in the perfusion 
technique for operative surgery on the aortic valves 
is the prevention of anoxic injury to the hypertrophied 
left ventricular myocardium. The technique de- 
scribed has been in use in 20 operations at the Uni- 
versity Hospital, Uppsala, Sweden. 

The author described in detail his technique which 
is comprised of the use of deep hypothermia by extra- 
corporeal cooling combined with surface cooling of 
the heart and slow retrograde coronary perfusion by 
occlusion of the pulmonary artery. Cardiac arrest for 
a maximum of 1.5 hours was permitted by this tech- 
nique. Thus operation on the aortic valves can be 
completed on a flaccid, nonbeating heart without 
any press for time. —Stephen W. Carveth. 


Transposition of the Great Vessels; Surgical Pallia- 
tion During Infancy. ARTHUR J. Moss, James V. 
Matoney, JR., and Forrest H. Apams. Ann. Surg., 
1961, 153: 183. 


NINETY PER CENT of all types of cardiac defects are 
now surgically correctable. ‘Transposition of the great 
vessels accounts for more than 25 per cent of the 
presently inoperable group. The purpose of this com- 
munication from the University of California Medical 
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Center, Los Angeles, California is to describe a 
palliative operation to permit more extensive mixing 
of the pulmonary and systemic circulations in patients 
with transposition of the great vessels. The operation 
consists of the creation of an atrial septal defect and 
of anastomosis of the cardiac end of an apical seg- 
mental branch of the right pulmonary artery to the 
proximal stump of the azygos vein. 

The purpose of the pulmonary artery-azygos vein 
shunt is to increase the oxygenation of blood in the 
superior vena cava, right atrium, right ventricle and 
aorta, and to increase the shunt of blood through the 
atrial septal defect. The rationale for this procedure 
is based on the assumption that the blood flow of pa- 
tients with transposition of the great vessels will 
pursue a fetal type of pattern. Under these circum- 
stances, the greater portion of blood from the inferior 
vena cava will pass through the foramen ovale and 
enter the left side of the heart and the major share of 
blood from the superior vena cava will enter the right 
side of the heart. 

Three of the 6 infants in whom the procedure was 
performed were alive 2, 3, and 5 months postopera- 
tively. The authors state that the ideal candidate for 
this temporizing procedure is a young infant who 
manifests a need for additional cross circulation. 

—Stephen W. Carveth. 


A Simplified Technic for the Detection of Patent 
Ductus Arteriosus and of Other Left-to-Right 
Shunts Originating from the Aorta, EuGENE 
BRAUNWALD and WILLIAM P. CoRNELL. Circulation, 
1961, 23: 279. 


WHEN cardiac operations are performed using cardio- 
pulmonary bypass, the presence of an unsuspected 
patent ductus arteriosus or other left-to-right shunt 
originating from the aorta can result in increased 
technical difficulty and blood loss and even a fatal 
outcome. When associated with an intracardiac shunt, 
the diagnosis of a patent ductus arteriosus is often 
difficult, because of frequent absence of a diastolic 
murmur caused by pulmonary hypertension, and is 
then established only by indicator-dilution studies or 
retrograde thoracic aortography. Since it proved im- 
practical to use these as “routine” procedures, a 
simple screening test using radioactive krypton 
(Kr®5) to detect an aortic shunt was developed. 

Solutions of Kr*5 were injected through a radiopaque 
catheter inserted via the femoral artery to different 
levels in the thoracic aorta, and the appearance time 
of the radioactive isotope in the patient’s expired air 
was noted by using a Geiger-Miiller tube. Twenty- 
two patients were studied and all were accurately 
diagnosed as proved by subsequent operation, nec- 
ropsy, or thoracic aortography. 

Eight patients with isolated patent ductus had an 
appearance time of Kr® in the expired air ranging 
from 2.5 to 4.0 seconds after aortic injection near the 
origin of the left subclavian artery. The concentra- 
tion of Kr® rose rapidly to a sharp peak. After injec- 
tion into the abdominal aorta of these patients the 
Kr® appeared in the expired air in 8 to 20 seconds or 
an average of 9.5 seconds longer. In 8 patients with- 
out left-to-right aortic shunts the appearance times 
ranged from 11 to 19 seconds after injection into 
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either the upper or lower aorta, and the concentra- 
tion of the isotope rose slowly. 

Five cases are described to illustrate the ability of 
the test to detect shunts at the aortic level and its 
value in planning the management of the case. When 
a shunt is found, the subsequent use of cardiogreen 
dye and aortography defined the anatomic lesion, 
i.e., patent ductus, aorticopulmonary window, or 
ruptured aneurysm of the sinus of Valsalva. The test 
is reliable, and only minimal time and risk are added 
to standard catheterization procedures. It would seem 
a valuable contribution to preoperative study of the 
patient with intracardiac shunts. 

—James J. Mongé. 


Gas Determinations in Anoxic Cardiac Standstill and 
Coronary Perfusion (Gasanalytische Untersuchungen 
bei induziertem Herzstillstand und Koronarperfusion ). 
V. Scutosser, Grore, and I. Strats. Thoraxchirurgie, 
1961, 8: 504. 


THE AUTHORS report their findings in experiments 
on dogs. After anoxic cardiac standstill was pro- 
duced the coronaries were perfused with blood or 
Ringer’s solution. Partial pressure of oxygen and 
carbon dioxide in the left and right ventricles, stand- 
ard bicarbonate, oxygen capacity, and pH were 
measured. 

After 3 minutes of standstill and sufficient perfusion 
there was no change in the partial pressure of oxygen 
or the standard bicarbonate. To prevent tissue 
hypoxia 1.8 to 2.5 c.c. of solution/kgm. of body 
weight/minute was found to be sufficient as perfusing 
volume. Coronary perfusion is thought to be an impor- 
tant aid in open heart surgery. —Hans 7. Schweizer. 


ESOPHAGUS AND MEDIASTINUM 


The Prevertebral Retromediastinal Space (Lo spazio 
prevertebrale retromediastinico: ulteriori rilievi ana- 
tomo-clinici). E. and A. Puc.ionisi. Rass. 
ital. chir. med., 1961, 9: 243. 


In A sERIEs of previous publications, the authors 
described the existence of a space located between the 
posterior mediastinum and the spine. In this article 
they report on further anatomic studies on the subject 
conducted in the fresh cadaver and in human fetuses. 
A correlation between this new anatomic entity and 
various clinical and surgical situations is also depicted. 

The prevertebral retromediastinal space is de- 
limited posteriorly by the vertebral bodies and related 
ligaments and anteriorly by the cervicothoracic pre- 
vertebral fascia. This fascia is very thin and difficult 
to demonstrate at the level of the first 4 or 5 thoracic 
vertebrae but it becomes thicker and well evident at 
lower levels. In relation to the descending aorta, the 
prevertebral fascia extends from the left pleura and 
the aorta, to the azygos vein and the right pleura in 
such a way as to delimit a space between itself and the 
anterior aspect of the vertebral bodies and related 
ligaments. ‘This space is then in close contact with the 
mediastinal cavity but well separated from it. The 
space, however, is not completely closed because the 
arch of the aorta and the azygos vein perforate the 
prevertebral fascia at different levels, thus establishing 
a communication between it and the mediastinum. 


The presence of this fibrous partition between the 
mediastinal cavity and the prevertebral space may 
affect the clinical and pathologic picture of several 
conditions classically attributed to the posterior 
mediastinum, making the diagnosis difficult. Thus, a 
ruptured aneurysm of the descending aorta may leak 
only into the prevertebral space with no bleeding into 
the mediastinum. One such case has been reported in 
the literature by others. 

The existence of this anatomic entity not described 
in the textbooks of anatomy has to be taken into con- 
sideration in some technical details of surgical proce- 
dures on the posterior mediastinum. 

—Riccardo Benvenuto, 


Pathogenesis of ew Varix Rupture. Hirscu 
R. Lerpowrtz. J. Am. M. Ass., 1961, 175: 874. 


EXPERIMENTAL, Clinical, and pathologic data indicate 
that a peak or surge pressure elevation in the portal 
system, often initiated by such physiologic acts as 
coughing, vomiting, or straining, is the immediate 
pathogenetic factor underlying varix rupture. This is 
an oversimplification and it is more justifiable to con- 
ceive of a hemodynamic cause since pressure, flow, 
viscosity, and resistance are mutually interdependent. 
These physiologic acts alter the hemodynamics of 
portal and splanchnic flow and engender portal pres- 
sure elevations by sharp excursions of the thoracic 
wall and contractions of the abdominal musculature. 
They also have repercussions on intravarical tension 
and cardioesophageal flow. Abnormal hemodynamics 
are not confined to the portal system, since it has been 
demonstrated that a hyperkinetic or hyperdynamic 
circulatory state characterizes many portal cirrhotics. 
Furthermore in such patients with esophageal varices, 
the plasma volume is not uncommonly increased, in 
part as a result of an expanded capacity of the splanch- 
nic vascular bed by virtue of the existence of a vast 
system of collateral channels. The potentiating effects 
of such widespread hemodynamic disturbances on the 
precipitation of varix rupture and persistence of the 
resultant hemorrhage must be considered. 

The thesis of primary reflux of acid-peptic juice 
causing esophagitis and leading to varix rupture by 
an erosive inflammatory action has been overempha- 
sized. Such regurgitation, acting on tissues already 
devitalized, must be considered, at most, a comple- 
mentary factor. Hemorrhage from varices does not 
merely presuppose a mechanical rent in the vein wall; 
one can actually stick large needles into the varicosi- 
ties through an esophagoscope and cause some oozing 
but no serious bleeding. A precipitous upheaval in 
circulatory dynamics within the splanchnic and portal 
venous system appears to be a necessary prerequisite 
for initiating the varix wall rupture and the profound 
blood loss that characterizes this pathologic entity. 

— Ernest D. Bloomenthal. 


Atypical Congenital Atresia of the Esophagus. Frank 
A. Rocers. Arch. Surg., 1961, 82: 515. 


RECOGNITION and early management are extremely 
important in cases of congenital atresia in which pri- 
mary anastomosis cannot be made. Primary trans- 
thoracic or extrapleural anastomosis has become the 
standard procedure for the usual type of atresia with 
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distal tracheoesophageal fistula. The mortality asso- 
ciated with this type of anomalous esophagus remains 
between 40 and 50 per cent, primarily because of the 
factors of delayed diagnosis, the frequency of associ- 
ated serious congenital defects, and the high incidence 
of prematurity. 

When primary anastomosis cannot be made, the 
fistula is carefully divided and closed, and the opera- 
tion is completed by exteriorizing the distal end of 
the upper esophagus. From this point on, depending 
on associated abnormalities, which may need cor- 
rection, the infant can be allowed to grow and mature 
until elective reconstructive operation can be carried 
out. 

Two cases of right colon transplantation for babies 
with wide areas of atresia are presented. Complica- 
tions occurred in both cases, 1 infant dying 3.5 months 
after transplantation and the other recovering success- 
fully. 

In cases of atypical congenital atresia of the esopha- 
gus in which primary anastomosis is noi possible, 
cervical esophagostomy and gastrostomy will be life- 
saving. These infants should be allowed to grow and 
mature without hurrying reconstructive operation. 
Older infants have fared better at the time of opera- 
tion for secondary replacement. 

Esophageal replacement is best performed by using 
the right half of the colon placed retrosternally in 
isoperistaltic fashion. The anastomosis between the 
proximal esophagus and the cecum is safest when 
made in the neck. Temporary fistulization at this site 
has occurred in about 25 per cent of the cases re- 
ported, but usually the fistula will close spontaneously. 

Postoperatively, patients recovering from this op- 
eration have continued to show excellent function, 
proportional growth of the grafted colon, and an 
absence of peptic colitis at the gastric level. 

—Stephen A. Zieman. 


Use of Intact Lung for Closure of Full-Thickness 
Esophageal Defects. Tuomas C. Moore, JAN GoLp- 
sTEIN, and SHicERu Teramoto. 7. Thorac. Cardiovasc. 
Surg., 1961, 41: 336. 


IN AN EVALUATION of various means of reinforcement 
and closure of esophageal defects, intact lung is used 
to close a surgical defect in the esophagus of healthy 
mongrel dogs. A full thickness esophageal defect of 
standard size, 2.5 by 2.0 cm., is made at the junction 
of the middle and lower third of the esophagus, after 
which an intact segment of adjacent lung is sutured 
to the margins of the defect with No. 5-0 arterial silk 
sutures employing 2 types of closure: In 1 group of 
dogs 2 or 3 layers of interrupted sutures are used, 
whereas the second group has an inner continuous 
layer and a second interrupted layer. 

Successful closure of the defect was achieved in 12 
of 16 dogs with interrupted sutures in each layer. 
Successful closure was obtained in 17 of 19 animals 
with an inner continuous suture. Both leakage failures 
in the latter group occurred after vigorous attempts 
to re-expand the lungs after thoracotomy. Closure of 
the defect was successful in 11 consecutive operations 
followed by less vigorous re-expansion of the lungs. 

The plug of lung which closed the defect resembled 
granulation tissue and became covered with squamous 
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epithelium. Narrowing, formation of stricture or di- 
verticulum, or esophageal dilatation did not occur. 
The authors believe that the use of intact adjacent 
lung may be worthy of clinical trial for reinforcement 
of questionable esophageal anastomoses and for the 
closure of traumatic and spontaneous perforations. 
A continuous, watertight inner layer of suture ap- 
pears to be better than interrupted sutures in all 
layers. —Patrick F. Jewell. 


The Blood Supply of the Jejunum Functioning as an 
Artificial Esophagus. (Text in Russian). I. M 
STELMASHONOK and V. Ya. BonDALEvicH. Khirurgia, 
Moskva, 1961, p. 100. 


In 5 PATIENTS who had died 42 days to a year and 8 
months after the substitution of a section of jejunum 
for the strictured esophagus, detailed studies were 
carried out on the autopsy specimen. The specimens 
were injected with contrast material through the 
superior mesenteric artery and then roentgeno- 
graphed; subsequently these injected vessels were 
dissected and studied anatomopathologically, using a 
fine nail scissors and other measures of delicate 
technique. Four roentgenograms are reproduced. 

These studies show that in these specimens, even in 
the earliest period of observation, the subcutaneous 
arteries in the connective tissues forming the walls of 
the tunnel through which the transplanted jejunal 
segment has been led have begun to send arterial 
twigs through the jejunal serosa and that these twigs 
unite with the arterial arcades within the jejunal 
segments in such manner as to partially or completely 
substitute for the original arterial supply through the 
superior mesenteric artery, this latter arterial supply 
being partially or entirely suppressed. Thus the 
roentgenographic image of the superior mesenteric 
artery presents, with time, a greater and greater de- 
gree of atrophy until in the later stages the superior 
mesenteric arterial shadow may entirely disappear. 

The Gross-Bielschowsky impregnation method 
shows that the nerve twigs from the surrounding con- 
nective tissues also tend to invade the transplanted 
jejunal wall. 

From this study the authors conclude that the sub- 
cutaneous tissues forming the wall of the tunnel 
through which the transplant passes should be ample, 
and that great care should be exercised that these 
tissues provide an undamaged vascular source for the 
evolution of the process of substitution. 

Two critical points in this process are the ends of the 
transplant where the cutting through of the gut in- 
terrupts the longitudinal contingent of the vascular 
blood supply through the superior mesenteric artery, 
this condition, of course, becoming less important as 
the substitution process progresses. 

— John W. Brennan. 


Hydatid Cysts of the Mediastinum (Sur les kystes 
hydatiques du médiastin). J. Hover, J.“ 
p’EsHoucuEs, and P. CrorFo.o. Ann. chir., Par., 1961, 
15: 213. 


Basep upon their experience with 7 cases of hydatid 
cysts of the mediastinum, the authors suggest the fol- 
lowing classification: (1) solitary and unilocular cysts; 
(2) multilocular cysts without damage to the adjacent 
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viscera or parietes; (3) unilocular and multilocular 
cysts causing pulmonary or bronchovascular damage; 
(4) cysts with damage to the skeleton, i.e., ribs or 
vertebrae; and (5) cysts secondary to surgical dissem- 
ination. In this classification the cysts of the heart and 
pericardium are not included. 

It is evident from the classification that the clinical 
manifestations vary according to the anatomic loca- 
tion of the cysts. In the treatment of cysts of the medi- 
astinum the same precautions should be followed as 
for hydatid cysts elsewhere in the body. The lesion 
should be well exposed and complete extirpation with- 
out dissemination is imperative. Some of these cysts 
will have prolongations into the recesses of the medi- 
astinum. Care should be taken to empty these re- 
cesses carefully. The ectocyst, which is usually thick 
and fibrous, should be removed by decortication be- 
cause it impedes the re-expansion of the lung and may 
cause a severe reaction in the patient. 


— Joseph F. Bahuth. 


The Preparation for and the Results of Surgery in 
Myasthenia Gravis. M. J. Lance. Brit. 7. Surg., 1960, 
48: 285. 


THE HIsTORY of thymectomy for myasthenia gravis 
is reviewed, and detailed study of 204 case records 
at the New End Hospital, Hampstead, London was 
carried out to provide the specific data for this 
report. 

The details of preoperative preparation and selec- 
tion of cases are given. In general, this was 1 to 2 weeks 
of hospitalization with the patient ambulatory and 
the dose of cholinergic drugs adjusted by trial and 
error. Any patient not requiring considerable drug 
is not a candidate for thymectomy. The postoperative 
methods are outlined and the results based on the 
author’s experience with this method are presented. 
More or less routine follow-up for thoracotomy is 
employed. 


It is concluded that thymectomy offers in conjunc. 
tion with drug therapy a more preferable outlook in 
myasthenia gravis than does medical treatment alone, 
There is further evidence that operation offers a 
better prognosis when performed earlier in the course 
than later. When a definite thymic tumor is evident 
preoperatively, radiation should be given prior to 
the operation. —Robert W. Williams. 


DIAPHRAGM 


Management of Esophageal Hiatus Hernia Syndrome 
and Associated Abnormalities with Balanced Oper- 
ations, J. K. BERMAN, E. J. BERMAN, and A. H. La- 
LONDE. Dis. Chest., 1961, 39: 233. 


THE HIATAL HERNIA SYNDROME is due to a malfunction 
of several of the derivatives of the foregut. Of 425 pa- 
tients hospitalized during a 9 year period, 105, 24.7 
per cent, required operation. 

The indications for operation were believed to be 
persistence and progression of symptoms in spite of 
adequate medical management, complications such 
as stenosis, bleeding, or perforation, or associated le- 
sions which were, in themselves, indicative of the need 
for operation. 

The surgical procedure, which the authors describe 
as a “balanced” operation, was performed transab- 
dominally for all types of hiatal hernia. In this oper- 
ation the hernia is reduced, vagotomy is performed, 
and the hiatus is repaired by suturing the right crus, 
inbricating the sac, and suturing it to the under sur- 
face of the diaphragm. In addition, esophagogastro- 
pexy and pyloroplasty are carried out and associated 
lesions are corrected. 

Follow-up studies for periods as long as 9 years in 
some patients reveal only 1 recurrence after this oper- 
ation. There was 1 surgical death in a patient who had 
concomitant bleeding esophageal varices. 

—Frank 7. Milloy. 
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ABDOMINAL WALL, PERITONEUM, AND 
HERNIA 


Disposition to Inguinal Hernia (Die Disposition zum 
Leistenbruch). F. Weiss and A. Prigscuinc. Alin. 
Med., Wien., 1961, 16: 12. 


IN ORDER TO EVALUATE the concept of disposition, 
1,558 cases of inguinal hernia were studied consider- 
ing the type and location, the sex and age, the hand 
predominantly used, and the time of diagnosis. 

Analysis of sex distribution revealed 1,314 men or 
84 per cent and 244 women or 16 per cent with 
inguinal hernias, 75 per cent of which were indirect 
and 25 per cent direct. The men had 87 per cent of 
the indirect and 79 per cent of the direct hernias. 

Sixty per cent of the indirect hernias were on the 
right side in a combined total of 1,231 cases. The 
women had 55 per cent of the hernias on the right 
side and the men had 61 per cent on that side. Eighty 
per cent of the direct hernias occurred in the male 
with 59 per cent occurring on the right side. In the 
females the direct hernias occurred on both sides in 
equal number. A combined direct and indirect hernia 
was found in 1.3 per cent of the men with 8 on the 
right side and 9 on the left side and in 0.8 per cent 
of the women with 1 on the left and 1 on the right 
side. Bilateral hernias occurred in 12 per cent of the 
men and 8 per cent of the women. In the men 58 
were both direct and 87 both indirect, whereas 5 were 
direct and 15 indirect in the females. The right 
handed group had 266 indirect and 87 direct right 
sided hernias as opposed to 38 left handers with in- 
direct hernias and 10 with direct hernias on this side. 
In the left sided hernia group 26 left handers had 
indirect and 8 direct hernias, whereas the right hand- 
ers had 132 indirect and 50 direct hernias. 

Analysis of age distribution for indirect and direct 
hernias in both sexes demonstrates a similarity that 
can be attributed to genetic factors. The similarity of 
distribution of direct and indirect hernias in men as 
well as in women after the first decade demonstrates 
an age disposition. Indirect hernias are more frequent 
than direct, with great frequency in the first decade. 
Genetic intra-abdominal pressure, abdominal wall 
construction, and mechanical forces play a great role. 
lhe authors conclude from their data that the pro- 
cessus vaginalis peritonaei does not play an important 
part in herniogenesis. —Andrew P. Adams. 


The Case for Bilateral Exploration of Inguinal 
Canals in Pediatric Patients Presenting Unilateral 
Inguinal Hernias, Raymonp S. Martin, JR. Am. 
Surgeon, 1961, 27: 182. 


INGUINAL HERNIA is the most common surgical prob- 
lem in infants and children. Approximately 95 per 
cent of inguinal hernias result from failure of the 
proximal processus vaginalis to close and are of the 
funicular type, whereas in 5 per cent the entire pro- 
cessus is patent, producing a scrotal hernia. A con- 
genital abnormality, it is frequently bilateral, differ- 


ent authors reporting that in 48 to 74 per cent of pa- 
tients with a unilateral hernia another hernia will be 
found if the opposite side is explored. 

The author reviewed 75 consecutive cases of in- 
guinal hernia in children 1 month to 12 years old. Ten 
children were admitted with bilateral hernias or had 
had a previous hernia repaired on the opposite side. 
Ten did not have exploration of the other side. In 55 
children operated on for unilateral hernia, explora- 
tion of the opposite side demonstrated an unsuspected 
hernia in 83.6 per cent. In all, the hernial sac or pat- 
ent processus vaginalis had a length of 2 cm. or more. 

The later descent of the right testis is thought to ac- 
count for the higher incidence of inguinal hernia on 
the right. Sixty-four per cent of the unilateral hernias 
were on the right in this study. The frequency with 
which unsuspected hernia was found did not differ 
significantly whether the child had a hernia on the 
right or left side. 

On physical examination 5 boys had an undescend- 
ed testis with a hernia on one side, and later 3 of these 
were found to have a hernia on the opposite side. Nine 
of the 10 girls in the group had bilateral hernias. 
Analysis of the cases by age showed the incidence of 
contralateral hernia to be 100 per cent for the first 
year, 13 cases; 75 per cent for the years 1 to 8, 36 
cases; and 100 per cent for eight to twelve, 6 cases. 

The author concludes that contralateral explora- 
tion is justified in all good risk children with unilateral 
inguinal hernia, regardless of sex, up to the age of 
puberty. — James F. Mongé. 


A aa on 313 Inguinal Hernias Repaired with 


Nylon Nets. F. S. A. Doran, R. E. Gresins, and 
RaymMonp WHITEHEAD. Brit. 7. Surg., 1961, 48: 430. 


IN AN EFFORT to improve their results in the repair of 
inguinal hernias, the authors have utilized three types 
of nylon net to add strength to the muscular and 
fascial structures of the inguinal canal. The study was 
conducted over a period of 8 years from 1951 through 
1957 at the Mid-Worcestershire Hospitals of Kidder- 
minster and Bromsgrove in Great Britain. 

Three types of nylon net were utilized in the study. 
A thin net was used to repair 86 inguinal hernias from 
1951 through 1954 in 83 men and 3 women, 73 of the 
patients being over 50 years of age. Fifty of these her- 
nias were primary indirect in type, 14 were primary 
direct, and 22 were recurrent hernias. In 5 instances 
the wounds became septic. Of the 67 patients followed 
up for 2 years, 19 had recurrences. 

A thick net was given a short trial in 15 cases of 
which 6 were primary indirect inguinal hernias, 2 
primary direct, and 7 recurrent inguinal hernias. 
Only 6 wounds healed soundly in 14 days. Eight 
wounds did not heal until eacli of the nets had been 
removed. 

A medium nylon netting was utilized in 212 hernias 
which were repaired in 182 patients. One hundred 
and seventy-four of these patients were men and 8 
were women and 114 were over 50 years of age. One 
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hundred and ten hernias were of the primary indirect 
type, 68 of the primary direct type, and 34 were re- 
current. The incisions were soundly healed within 14 
days in 196 out of the 212 repairs. Thirteen wounds 
required from 15 to 28 days to heal and in 3 cases the 
wounds did not heal. Three incisions which healed 
primarily subsequently broke down for a total of 6 
septic wounds in each of which the prosthesis had to 
be removed to achieve healing. 

The failure rate for this particular netting was 4.7 
per cent of 195 repairs, or if the 17 cases which were 
not followed up are considered failures, 12.7 per cent 
of the total 212 cases. Of the 185 patients examined 
2 years after operation, 20 patients complained of 
some degree of pain in the operative site (although in 
most cases insignificant), and 11 instances of testicular 
atrophy were noted. 

The authors conclude that the quantity of nylon 
which can safely be inserted under the skin is limited. 
Also, in any case in which a draining sinus does result 
for whatever reason, it is necessary to remove the 
nylon prosthesis in order to obtain wound healing. 

—Harvey N. Lippman. 


Simultaneous Retropubic Prostatectomy and Inguinal 
Herniorrhaphy. Lawrence D. Dickey. Rocky Moun- 
tain M.F., 1961, 58: 34. 


Since 1948 in a series of 309 prostatectomies, the 
author has found 68 inguinal hernias or an incidence 
of 22.3 per cent, indicating that inguinal hernias are 
the common surgical lesion associated with prostatism. 
Fifty-eight of the 68 patients had herniorrhaphies at 
the time of prostatectomy. This proved to be a satis- 
factory undertaking except in the case of bilateral 
herniorrhaphy. The incidence of recurrence was 25 
per cent for bilateral herniorrhaphies as compared to 
6 per cent after unilateral repair. Unilateral repair of 
the larger and symptomatic hernia is advocated in 
bilateral cases. The 50 unilateral hernias consisted of 
20 direct and 30 indirect. 

The author stresses the importance of checking all 
patients more than 50 years old with hernias for 
associated prostatic obstruction that could lead to 
urinary retention, infection, and a prostatectomy 
which was not foreseen. 

Retropubic prostatectomy apparently lends itself 
easily to a simultaneous repair, since, through a trans- 
verse incision with lateral extension or retraction, the 
time involved in repairing the hernia is minimal and 
saves the patient 2 separate surgical procedures and 
hospitalizations. — John F. Hudock. 


GASTROINTESTINAL TRACT 


Carcinoid Tumors, the Carcinoid Syndrome, and 
5-Hydroxytryptamine. Apam N. Smit. 7. R. Coll. 
Surgeons Edinburgh, 1961, 6: 140. 


CaRCINOID TUMORS with their argentaffin character- 
istic are usually found near a crypt of Lieberkiihn, 
most commonly in the appendix, then in the ileum, 
but also in the duodenum, stomach, small intestine, 
and colon, metastasizing mostly to the liver. 

The carcinoid syndrome consists of cutaneous 
flushing, which is aggravated by alcohol; abdominal 
manifestations such as diarrhea, colic, and chronic 
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obstruction; cardiac lesions such as pulmonary steno- 
sis, tricuspid stenosis, or regurgitation; and miscel- 
laneous features such as asthma, peripheral edema, 
anuria, or oliguria. 

The argentaffin tissue produces 5-hydroxytryp- 
tamine, 5-HTP, which causes the pathologic changes 
and the symptoms. Alcohol and reserpine accentuate 
symptoms and produce them. The urinary excretion 
of 5-HIAA and the examination of specimens of blood 
or tumor for 5-HTP may be diagnostic if an increase 
above the normal level is found. 

The treatment by wide surgical resection of the 
part involved and local ablation of metastases is ad- 
vised. Many medical measures are described to coun- 
teract the various symptoms of the disease. 

— Ernest D. Bloomenthal. 


Chylous Cysts of the Mesentery in Infants, WitLiam 
M. STAHL, JR., and Rosert C. Joy. 7. Pediat., S. Louis, 
1961, 58: 373. 


THIS RARE ANOMALY was found in 2 infants in a 2 year 
period. A brief historical note is appended to the paper. 
There are 2 case reports, photographs, and roentgeno- 
grams to support the diagnosis. 

The cases are unusual in that they appeared in early 
infancy and in that 1 was an incidental finding. The 
second case is unusual in that the patient was first seen 
as a case of intestinal obstruction due to the presence 
of a large chylous cyst. 

Pathologic examination apparently supports the di- 
agnosis of chylous cyst. The fluid content was reported 
to be chylous. It is believed by most investigators who 
have studied the cause of these developmental anom- 
alies that they are analogous to lymphangiomas or 
hemangiomas. Some authors believe that the cysts 
may be secondary to obstruction of normal lymphatic 
channels. The 2 patients reported were treated by a 
resection of the cysts only. — Richard L. Lawton. 


Antral Gastritis. Y. EpLunp, A. KJELLGREN, S. Stattin, 
I. Wicksom, and L, ZETTERGREN. Acta chir. scand., 
1961, 120: 339, 


THE AUTHORS have reported on their experience with 
16 patients with chronic antral gastritis who were 
operated upon during the 5 year period 1953 to 1957, 
at the University of Gothenburg, Sahlgrenska Sjuk- 
huset, Gothenburg, Sweden. As a group, the present- 
ing symptoms of the patients were relatively non- 
specific and consisted chiefly of heartburn, acid eructa- 
tions, nausea, and vomiting. In some instances, the 
diagnosis of ulcer disease was strongly suggested. Loss 
of weight was recorded in approximately half of the 
cases. Six of 11 patients tested revealed achylia, 2 were 
hypochylic, and 3 normochylic. 

Malignant lesions could not be excluded by roent- 
gen examination in any of these cases. Thus, the 
clinical evaluation as well as the roentgen examina- 
tions in each instance militated for operative interven- 
tion. The distinction between some type of benign 
lesion of the stomach and a malignant lesion was made 
no easier by laparotomy necessitating partial gastrec- 
tomy in every instance. Ten of the 14 patients followed 
up after operation were freed of all preoperative symp- 
toms and 4 showed appreciable improvement. Two 
patients died, although in only 1 instance did the 
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death bear any relation to the operative procedure or 
the patient’s original disease. 

Pathologically all 16 cases were characterized by 
advanced mucosal changes typical of chronic gastritis. 
In 11 instances this was considered hypertrophic, in 3 
hypertrophic-atrophic, and in 2 cases the lesion was 
typically atrophic in type. 

Of particular interest are the roentgenologic find- 
ings in these cases. In every instance the specific 
changes were confined to a segment 4 to 5 cm. in 
length in the most distal portion of the stomach cor- 
responding roughly to the antral region. The lesions 
demonstrable roentgenographically were of 3 main 
types: (1) thickened mucosal folds of irregular ar- 
rangement, (2) constriction of the lumen, and (3) 
markedly reduced or absent peristalsis through the 
involved segment. 

Although certain distinctions may be made in the 
roentgenographic pattern which might suggest the 
diagnosis of antral gastritis, it is very apparent that 
even with repeated examinations the diagnosis of car- 
cinoma cannot be excluded by any of the available 
nonoperative techniques. It is also apparent that this 
distinction cannot be made at the operating table. In 
any case, partial gastric resection would seem to be the 
procedure of choice in these patients. 

—Harvey N. Lippman. 


Control of Gastric Function After Subtotal Gas- 
trectomy. J. Murray BEearpsLey. Am. 7. Surg., 1961, 
101: 219. 


MucH ATTENTION has been given to the size of a 
residual gastric stump after subtotal gastrectomy but 
little to the shape and function of the gastric remnant. 
The author has attempted to reconstruct a gastric 
pouch that functions physiologically and empties in a 
normal manner and he reports his experience with 
135 consecutive cases with follow-up periods of 1 to 7 
ears. 

A Billroth II anastomosis is used, and the proce- 
dure is a modification of the Hofmeister method. The 
lower border of the stomach is cut and closed horizon- 
tally, and a very short, 2.5 to 3 inch antecolic loop of 
jejunum is employed, being brought up to the left of 
the midline. The gastrojejunostomy is of small size, 
slightly less than the diameter of the jejunum, and is 
made on the far left side of the remaining gastric 
pouch. The suture line of the gastrojejunostomy is not 
made horizontally but at an angle only about 30 de- 
grees from the vertical. Thus the author’s procedure 
departs from others in that the gastrojejunostomy is 
not dependent. The method allows a_ horizontal 
direction of flow from the stomach into the efferent 
loop and eliminates afferent loop flooding. Also, al- 
kaline secretions are brought to a higher level to allow 
constant regurgitation into the pouch. 

Postoperative roentgenographic studies confirm 
the fact that with this method of anastomosis there is 
direct entry into the efferent loop and no filling of the 
afferent jejunal loop. Gastric emptying time is rela- 
tively slow. Postoperative experience in the reported 
group is excellent, with only 1 postoperative death 
from pulmonary embolism. Six patients had abnor- 
mal weight loss that eventually stabilized. Five pa- 
tients had mild dumping symptoms that disappeared 
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within 3 months. The incidence of marginal ulcer 
was 2.2 per cent, so that a remarkable 97.8 per cent 
of the entire group are symptom free and have not 
experienced recurrence of ulcer. —Carl H. Calman. 


Clinical Study of 5 Year Survivors After Surgery for 
Gastric Carcinoma. Cuarires H. Brown, Mauro 
MER LO, and Joun B. Hazarp. Gastroenterology, 1961, 
40: 188. 


Despite an apparent decrease in incidence of gastric 
cancer, patients with this disease continue to be a 
major problem. The authors have made a thorough 
clinical evaluation of 58 patients who survived at 
least 5 years after operation for gastric carcinoma; 
among this group were 12 patients who had survived 
15 years. The study emanates from the Departments 
of Gastroenterology and Anatomic Pathology of the 
Cleveland Clinic Foundation and the Frank E. Bunts 
Educational Institute in Cleveland, Ohio. 

Forty patients, still living, have survived an average 
of 10.5 years since their original operation. None of 
the patients has shown any evidence of recurrent 
disease after 8 years. In only 4 patients of the entire 
group had second carcinomas developed. This would 
appear to be a lower number than expected and might 
possibly suggest that the patients had some degree of 
biologic resistance to cancer. 

The incidence of gastric carcinoma is more than 
twice as great in men as in women. Forty-eight of the 
58 survivors were men. A total of 37 patients were 
between the ages of 50 and 70 years. The age of the 
patient, however, the type and duration of symptoms, 
and the laboratory findings appeared to have no re- 
lation to the chance for survival after operation. As 
noted by others, a long duration of symptoms prior to 
operation did not preclude the possibility of 5 year 
survival; nor did the presence of an abdominal mass 
or hepatomegaly. More surprising, perhaps, 17 of the 
58 survivors had positive lymph nodes at the original 
operation and in 18 cases the carcinoma had extended 
to or beyond the serosa; 12 of these actually extended 
into other organs. 

Subtotal resection of the stomach was employed in 
53 of the 58 patients; in 9, extension into a neighboring 
organ necessitated partial or total removal of that 
organ. Total gastrectomy was performed only 6 times; 
1 patient was operated upon twice to explain the 59 
procedures. 

The antrum of the stomach was the site of the lesion 
in 37 patients, the pars media in 24, and the cardia in 
only 7. In some cases more than one section was in- 
volved. The majority of the survivors had ulcerative 
lesions, the least number infiltrative. The histologic 
type of the lesion was important to survival. Thirty- 
one patients, 54.4 per cent, had adenocarcinoma, 
whereas only 1 each had medullary or scirrhous 
carcinoma. — Harvey N. Lippman. 


Symptoms and Signs in the Prognosis of Gastroduo- 
denal Ulcers. Donatp D. Kozoit and Kart A. 
Meyer. Arch. Surg., 1961, 82: 528. 


If HAS BEEN REPORTED that general factors such as 
age, sex, race, occupation, birthplace, and weight loss 
affect the incidence, type, and outcome of acute pep- 
tic ulcer perforations. In this report, the data of 
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prognostic value contained in the symptoms and signs 
of a group of 1,904 patients with acute gastroduodenal 
perforations are presented as obtained from records of 
the Cook County Hospital, Chicago, Illinois from 
1936 through 1955. 

Relative to treatment of peptic perforations, in the 
first 6 hours after onset, the mortality rate was lower 
than average. From 6 to 12 hours, the mortality rate 
was average; from 12 to 18 hours, a moderate increase 
in mortality was experienced; and after 18 hours, the 
mortality rate became 2.5 times greater than average. 
Epigastric pain, not generalized, was the most fre- 
quent complaint, and emesis was next most frequent, 
followed by nausea and anorexia. 

Hematemesis and/or melena occurred during the 
treatment of a peptic perforation in 18 per cent of 
patients and had a very unfavorable effect upon the 
mortality. Antecedent ulcer disease was present prior 
to perforation in more than two-thirds of the patients; 
chronicity had an unfavorable effect upon recovery 
from the perforation. The mortality rates were in 
excess of 50 per cent when there was manifested shock. 
Despite the adverse prognosis in peptic perforation, 
perforation of more than 12 hours duration, elevated 
or subnormal temperature, perspiration, poor oral 
hygiene, or repeated emesis, the patients are still 
salvageable. —Stephen A, Zieman. 


Giant Ulcers or Walled-Off Perforation of the Duo- 
denum. Rosert Lioyp Pinck and Barry TayLor 
Hetp. NV. England J. M., 1961, 264: 541. 


THE AUTHORS call attention to the apparent difficulty 
in roentgenologic diagnosis of giant ulcers or walled- 
off perforations of the duodenum. Paradoxically, 


despite their size, giant ulcers are often missed on 
barium studies of the gastrointestinal tract. 

The case histories of 3 patients with giant ulcers or 
walled-off perforations of the duodenum are pre- 
sented. Photographs of selected roentgenographic 
studies performed in each of the patients are presented 
and adequately documented, and the important 
roentgenologic factors are emphasized. Of significance 
is the fact that oftentimes the large ulcer is interpreted 
as representing the entire duodenal bulb, a markedly 
deformed bulb, or a duodenal diverticulum. Fre- 
quently the giant ulcer or the perforation can be 
obscured because of superimposition of the shadow 
of the descending limb of the duodenum. 

The appearance of giant ulcers or walled-off per- 
forations depends on their location and the projection 
in which they are viewed. Thus, a large lesion which 
may be mistaken for the duodenal bulb in one pro- 
jection may simulate a duodenal diverticulum when 
viewed in another projection. The posteriorly located 
craters that penetrate into the pancreas, and caused 
death in a number of reported patients by erosion of a 
branch of the pancreaticoduodenal artery, have most 
often been mistaken for a deformed duodenal bulb. 
Fluoroscopically, the crater is noted to fill abruptly 
with contrast material. The contours of the crater are 
rigid, unchangeable and smooth in appearance, with 
no evidence of normal rugal folds. Both fluoroscopical- 
ly and on the roentgenologic films there may be a loss 
of normal continuity with the anatomic upper gastro- 
intestinal tract on at least one projection. The barium 


located in the crater has an amorphous appearance. 
If the pyloric canal is patulous and the crater is 
viewed in an anteroposterior direction, the crater may 
be mistaken for the distal antrum. 

Usually, one or both fornices of the duodenal bulb 
are preserved in ulcers less than 2 cm. in size. When 
neither fornix is identified in the structure taken to 
represent the duodenal bulb, there should be a strong 
suspicion that the structure is actually a giant ulcer. 
Frequently, the delayed film taken a few hours later 
shows poor emptying of the ulcer crater, with residual 
barium remaining. One can occasionally recognize 
air in the ulcer crater on the initial plain films of the 
abdomen. —Orville F. Grimes. 


Ulcerogenic Tumors of the Duodenum. Harry A, 
OBERHELMAN, JR., THOMAS S. NELSEN, ALsTRUP N, 
Jounson, JR., and Lester R. Dracstept II. Ann, 
Surg., 1961, 153: 214. 


THE assocIATION of noninsulin producing islet cell 
tumors of the pancreas and progressive intractable 
peptic ulceration was first reported by Zollinger and 
Ellison in 1955. In these cases the associated tumors 
of the pancreas may occur as either solitary or multiple 
adenoma, with a high incidence of malignancy. 
Approximately 30 per cent of the patients are found 
to have other associated endocrine abnormalities con- 
sisting of adenoma in the hypophysis, parathyroids, or 
adrenals. 

The authors report the cases of 6 patients in whom 
intractable peptic ulceration was associated with soli- 
tary duodenal tumor, presumably of pancreatic islet 
cell origin. It is further of interest to note that at the 
University of Chicago, patients with islet cell tumors 
in the pancreas itself have not been encountered, 
except for those with proved adenomas of the other 
endocrine organs. 

Ages of the patients ranged from 41 to 78 years. 
Their disease was characterized by varied and compli- 
cated complaints and procedures. Recurrence of ulcer 
disease was high despite adequate medical and surgi- 
cal treatment. Preoperative gastric secretions ranged 
as high as 166 mEq. for 12 hour overnight studies. 
Most of the tumors were small, and 3 of 6 malignant. 

The most interesting of the case histories is that of a 
78 year old man with 12 hour gastric secretions of 150 
mEq., diarrhea, and steatorrhea secondary to hyper- 
secretion of gastric juice. He had had closure of a 
perforation of a jejunal ulcer and irradiation treat- 
ment to the gastric fundus. Hypersecretion could not 
be inhibited with intravenous pancreatic secretin. 
Laparotomy was performed, and a small, 4 by 5 by 6 
mm. nodule was found in the anterior medial wall of 
the second portion of the duodenum. Postoperatively 
12 hour secretions decreased to 34 mEq., diarrhea 
disappeared, and he gained 40 pounds. 

—Carl H. Calman. 


Partial Gastrectomy for Duodenal Ulcer. Epwarp 
Lanpau, Mary E. RicHarp W. Dwicut, 
and Rosert M. Donatpson, Jr. England J. M., 
1961, 264: 428. 


THE LATE RESULTS of surgical treatment for duodenal 
ulcer are here considered in the light of why the orig- 
inal operation was undertaken. In this study all pa- 
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tients underwent subtotal gastrectomy electively. To 
this end, 42 patients undergoing subtotal gastrectomy 
specifically because of pyloric obstruction were com- 
pared to a similar group undergoing a similar oper- 
ation specifically because of the persistent abdominal 
pain of intractable ulcer. Patients operated on because 
of bleeding, perforation, or a combination of indica- 
tions were excluded from the study. All patients con- 
sidered had proved duodenal ulcer or deformity by 
roentgenographic examination, and duodenal ulcer 
was demonstrated in all cases at operation. All pa- 
tients underwent an approximately 70 per cent gas- 
trectomy, and the authors do not believe that the type 
of anastomosis nor the direction in which the jejunum 
lay appears to have any effect on the end results. 

All 69 patients were interviewed 5 or more years 
after their operation and asked a standard set of ques- 
tions. Certain differences were found in the patients 
with obstruction and those considered intractable. 
The average age of the former was 48.9 years as com- 
pared with 39.7 years in the latter group. Twelve of 
the obstructed group were over 60 years old, whereas 
none of the intractable group was aged 60 or older. 
Psychiatric disorders were encountered in 5 patients 
with abdominal pain and in none of the patients oper- 
ated on for obstruction. 

The patients’ opinions of the results of their own op- 
erations were as follows: 35 of the patients with ob- 
struction and 23 considered intractable wished the 
operation had been performed sooner. These figures 
were 7 and 1, respectively, among those who believed 
that operation helped; 0 and 1 in those who believed 
that operation made no difference; and 0 and 2 in 


those wishing operation had not been performed. 
The incidence of continued abdominal pain, severe 
symptoms of dumping, and gastrointestinal bleeding 
was significantly higher in the patients operated on 
for persistent abdominal pain as compared with the 
patients operated on for pyloric obstruction. 
— Wayne F. Cameron. 


The Efferent Loop Dumping Syndrome and Its Rela- 
tion to Intestinal Absorption as Studied by an 
Intubation Technique. me G. Borcstrém. Acta 
chir. scand., 1960, Suppl. 265. 


Tue AuTHOR has divided those patients who have 
symptoms after partial gastric resection into 4 groups 
with (1) the afferent loop syndrome, (2) small stom- 
ach syndrome and (3) efferent loop syndrome, and 
(4) those whose symptoms are associated with late 
hypoglycemia. This report concerns itself particularly 
with the nature of the efferent loop syndrome which 
was extensively studied in the Department of Surgery, 
Malmé Allmanna Sjukhus, University of Lund, 
Malmé, Sweden. 

Three types of efferent loop syndrome may be dis- 
tinguished. Type 1 is the most common and is charac- 
terized by a feeling of discomfort and nausea some- 
times associated with considerable apathy; tachy- 
cardia and dyspnea are common in the beginning. 
Type 2 is characterized by a feeling of drowsiness or 
intense sleepiness. Type 3 is associated with fatigue 
and weakness proceeding on occasion to a loss of 
consciousness with a corresponding drop in blood 
pressure and a slow pulse. 
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Patients with dumping symptoms may be shown to 
have accentuated intestinal motility. The potassium 
values in the intestinal contents increase more rapidly 
and at the same time a fall occurs in the blood potas- 
sium in these patients which is most pronounced after 
the symptoms have passed. 

The severity and duration of dumping symptoms 
cannot be related statistically to the degree of reduc- 
tion of plasma volume. Those patients with type 1 
symptoms demonstrated a slight rise of blood pressure 
and pulse rate during the test procedure. Type 2 pa- 
tients demonstrated a glucose dilution curve which 
was somewhat flatter than that for the normal series, 
and the patient’s symptoms reached a peak during 
the absorption of the glucose. Type 3 symptoms 
seemed to occur at the end of the dilution of the 
glucose test solution. Only 2 genuine cases of this type 
were found in the series. Similar vasomotor reactions 
were observed in 4 patients with no symptoms in 
their history, however. 

Typical dumping symptoms of the type 1 variety 
were produced on infusion of 200 c.c. of cow’s milk 
into the jejunum in 8 out of 10 patients studied. The 
reduction in the plasma volume associated with this 
reaction was generally not more than 100 c.c. Using 
artificial milk, in which milk fat had been replaced by 
corn oil, produced no symptoms in 5 out of 7 patients. 
This result suggested that one of the causes of dump- 
ing after ingestion of milk might be in the effect on the 
intestinal wall of short-chain fatty acids which are 
released by lipase activity. 

Of 14 unoperated upon controls in whom 50 per 
cent glucose was infused into the beginning of the 
jejunum, 7 reacted with symptoms similar to those 
demonstrated by the type 1 group. No significant 
difference was found in the rate of dilution of glucose 
in those patients with and without symptoms. Finally, 
no fundamental difference was observed in the ab- 
sorption of glucose between gastrectomized patients 
and their unoperated upon controls. 

—Harvey N. Lippman. 


Acute Hemorrhage and Necrosis of the Intestines 
Associated with Digitalization. Peter C. Gazes, 
Cuartes R. Hotmes, Vince Moserey, and H. 
Rawtuinec Pratt-THomas. Circulation, 1961, 23: 358. 


Tuts REPORT from the University of South Carolina, 
Columbia describes 11 patients with acute hemor- 
rhage and necrosis of the bowel. All patients had been 
on a high dosage of digitalis and 7 showed definite 
toxicity. Digitalis was considered as the main as- 
sociated factor, especially since there was no mesen- 
teric arterial involvement and in 4 patients there was 
no congestive failure at autopsy. Hepatic vein or 
sinusoidal sphincter constriction with resulting portal 
splanchnic venous congestion were considered as 
possible mechanisms by which digitalization produced 
this syndrome. 

The gastrointestinal tract in this condition is not 
uniformly involved and most commonly shows a 
segmental or patchy distribution of necrosis. The 
stomach was involved in only 3 instances and seldom 
to the degree observed in the intestine. Gastric ulcers 
were present in 2 other patients. Some portion of the 
small intestine was implicated in all instances, and 
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the degree of involvement was usually extensive. In 
4 patients the entire small intestine showed conspicu- 
ous edema, congestion, and hemorrhage. In 2, the 
ileum was the only portion of the small intestine 
affected. In 1 the vascular engorgement was limited 
to the jejunum, and in 3 others various combinations 
of involvement of the duodenum, jejunum, and ileum 
were observed. 

It was remarkable that an uninvolved segment of 
intestine could occur with massive changes in the 
contiguous bowel. In 4 patients the entire colon 
showed congestive and hemorrhagic phenomena. In 
1 there was no change in the large bowel. Patchy in- 
volvement of the colon occurred in the other 5 pa- 
tients, and in 2 of these the process did not extend 
beyond the cecum. — James S. Conant. 


The Results of Surgical Treatment of Chronic 
Regional Enteritis, LERoy H. STAHLGREN and L. 
KRAEER FerGuson. 7. Am. M. Ass., 1961, 175: 986. 


SoME PHysIcIANs believe that nearly all patients will 
eventually suffer a recurrence after operation for 
chronic regional enteritis. Reports from various institu- 
tions vary as to the percentage of recurrences, and it is 
the purpose of this article to review the cases of 52 pa- 
tients who received definitive surgical treatment for 
chronic regional enteritis during a 12 year period. 

The success of the surgical treatment of chronic re- 
gional enteritis should be measured by the number of 
patients who gain satisfactory palliation as well as by 
the number of patients who are permanently cured. 

In this series of cases, the authors’ indication for 
operation included intestinal obstruction, formation of 
abscess or fistula, intractability to medical treatment, 
and refractory anorectal complications. After 86 defin- 
itive operations on 52 patients, there was 1 death, an 
operative mortality of 1.2 per cent. Forty-three pa- 
tients were followed up from 1 to 12 years. The average 
length of follow-up was 6.2 years for patients without 
recurrence and 7.9 years for those with recurrence. 
‘Twenty-two of the 43 patients who were followed up 
for more than 1 year have remained free of recurrent 
disease. Twenty-one patients suffered a total of 33 re- 
currences. The primary recurrence rate is 49 per cent 
with a minimum follow-up of 1 year. 

Certain conditions were found to predispose to re- 
currence. It was more frequent in patients under 30 
years of age, 62 per cent, than in those over 40, 30 per 
cent, and more frequent in patients with extensive dis- 
ease, 67 per cent, than in those with localized disease, 
42 per cent. All patients with extensive mesenteric 
lymphadenopathy suffered recurrences, and 69 per 
cent of patients with a previous recurrence suffered 
further recurrence. The incidence of recurrence did 
not differ among males and females in this series. It 
was also believed that the length of the patients’ history 
did not significantly affect the incidence of recurrence. 
Resection and end-to-end anastomosis was most com- 
monly performed in the initial surgical treatment of 
patients in this series. The recurrence rate was approx- 
imately the same after exclusion or resection. 

Despite the high recurrence rate in this series, 4 of 
5 patients have returned to full activity. Many of 
these patients receive medication and some may need 
further operation, but by combined medical and surgi- 


cal therapy the majority can be maintained in satis. 
factory health. In conclusion, the results of surgical 
therapy, as measured by the patients’ return to normal 
activity, were satisfactory in 81.4 per cent of 43 patients 
traced for more than 1 year. —Donald M. Clough. 


Anemia Associated with Dilated Blind Segments of 
the Small Intestine After Side-to-Side Anastomosis, 
Jouan HERTZBERG. Acta chir. scand., 1961, 120: 376, 


THE AUTHOR DESCRIBES 3 cases of severe microcytic 
anemia believed to be caused by intestinal hemor- 
rhage from dilated blind segments after side-to-side 
anastomosis of the small intestine. The anemia oc- 
curred 6, 7, and 10 years after operation for intestinal 
obstruction. After resection of the dilated anastomosis 
and new end-to-end anastomosis, the patients were 
relieved of the anemia. The condition may occur 
in anastomoses involving only the small intestine or 
an anastomosis between the ileum and the colon. 
It has not been reported after end-to-end anastomo- 
sis. The dilatation may affect both bowel segments 
or only the afferent and is in all cases most pronounced 
in the latter. The pouches may attain considerable 
size. The largest reported one measured 10 by 20 
cm. Stagnating intestinal contents fill these blind 
loops. The walls may become hypertrophic, and ulcer- 
ations develop. Many patients have no abdominal 
symptoms; however pain, often colicky, diarrhea, 
nausea, and vomiting may occur. 

The macrocytic anemia which may occur with 
blind loop syndrome is not fully discussed by the 
author. —Lloyd D. MacLean. 


Whipple’s Disease. W. CRocKETT CHEARS, JR., MARION 
D. Harcrove, JR., JOHN V. VERNER, JR., ALBERT G, 
Smiru, and Jutran M. Rurrin. Am. J. Med., 1961, 30: 
226. 


More THAN 100 cases of Whipple’s disease have been 
reported since the original description in 1907. 
Formerly, patients with this illness usually declined 
steadily and died within a few months or years after 
the onset of their illness. However, since 1952, 12 
patients have been reported who have responded to 
therapy and who were surviving at the time of publi- 
cation. 

The present authors report in detail 12 patients seen 
at the Duke University Medical Center, Durham, 
North Carolina, 5 of whom responded to treatment 
and were living. In addition, there were 8 patients 
elsewhere reported in the literature also living after 
therapy. 

There is now good evidence that Whipple’s disease, 
or intestinal lipodystrophy, although primarily in- 
volving the small intestine is a systemic affection 
involving all tissues of the body. It should be sus- 
pected in any patient with arthralgia, diarrhea, ab- 
dominal pain, and weight loss. Lymphadenopathy 
and pigmentation are common. Microscopic tissue 
confirmation is essential to the diagnosis. Usually this 
is obtained by biopsy of a mesenteric lymph node at 
laparotomy, but occasionally biopsy of a peripheral 
lymph node or of the small intestinal mucosa by means 
of the peroral biopsy tube may establish the diagnosis 
before abdominal operation. The cause of the condi- 
tion remains unknown. 
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Recovery after antibiotic therapy was striking in 2 
cases. In other cases reported recovery was attributed 
to ACTH or adrenocortical hormones. However, in 
most, if not all, of the patients in the latter group, 
antibiotics were used at the time of operation, and it 
may be that both of these therapeutic agents played 
a role. The experience of the present observers leads 
them to conclude that a combination of antibiotics 
and steroids may induce a remission. In 1 of their 
cases this fact has been dramatic, in that the patient 
has remained well for 6 years. Another patient had a 
complete remission with a gluten-free diet and anti- 
biotics, but relapsed 1 year later, was then given 
steroids and antibiotics, and has remained symptom 
free for the past 6 years. One patient received anti- 
biotics only and remained well for 5 years. 

— Wayne F. Cameron. 


Malignant Tumors of the Small Intestine. (Text in 
Russian). A. G. VarsHavsky. Khirurgia, Moskva, 
1961, p. 68. 


THE MATERIAL here considered consists of 15 cases of 
primary sarcoma of the small intestine observed at 
the Department of Pathology of the Medical Insti- 
tute of Altai, Russia. Nine of these 15 patients were 
males, a sex ratio which accords sufficiently with the 
more recent statistical reports, which postulate a 
masculine predominance of about 80 per cent. The 
ages of these patients ranged from 4 years 7 months 
to 70 years; most of them were from 35 to 59 years 
old. The ileum was involved 7 times, the jejunum and 
the duodenum each 3 times, and in 2 cases there was 
multiple disease throughout the intestine. 

In this group of patients the diagnosis was correct 
in only 5 instances; in 4 of the 5 cases diagnosis was 
made only at operation. Only 3 of this last group was 
operated on with the tentative diagnosis of tumor of 
the small intestine. In the remaining 7 patients the 
operation was instituted on the basis of various tenta- 
tive diagnoses such as appendicitis and gastric tumor. 
The author is thus in accord with the other writers 
on this subject, who maintain that there are no path- 
ognomonic symptoms or signs which would permit of 
differentiating this peculiar oncologic entity from 
other disease processes. 

Of greatest significance in this malignant condition 
are the complications; most frequently encountered 
in the author’s material were bowel stenosis, obstruc- 
tion, perforation, and peritonitis. In only 1 instance 
was there massive hemorrhage; this was an instance 
of bleeding into the stomach from a dilated esophageal 
vein. With reference to the complications claimed by 
other writers including invagination and volvulus, 
their absence in the author’s experience may be the 
result of the paucity of his material. 

Treatment of sarcoma of the small intestine is 
limited to operative interference. Unfortunately, the 
difficulty in the procuring of a timely diagnosis re- 
sults in a large incidence of delayed operation with 
its toll of numerous postoperative deaths. The final 
results are also anything but encouraging; however, 
the striving for early operative intervention does 
proffer hope for a better future. 

A female patient of the author entered the hospital 
with a diagnosis of pregnancy at term. The following 
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day she gave birth to a living, healthy child. On the 
day after the delivery the mother began to vomit; her 
condition progressively deteriorated and at operation 
extensive sarcomatous infiltration and widespread 
metastases were uncovered in the ilium, colon, spleen, 
regional lymph nodes, mediastinum, thyroid, and 
even in the posterior wall of the vagina. In the au- 
thor’s opinion, this case suggests some interesting cor- 
relations between sarcoma of the small intestines and 
pregnancy. — John W. Brennan. 


Meckel’s Diverticulum. J. L. A. Dowse. Brii. 7. Surg., 
1961, 48: 392. 


ONE HUNDRED CASES of Meckel’s diverticulum are re- 
viewed. The pathologic changes which give rise to 
symptoms fit into 4 main categories: intestinal ob- 
struction; peptic ulceration; inflammation, including 
foreign bodies; and tumor formation. 

It is suggested that all Meckel’s diverticula discov- 
ered at operation, whether obviously the cause of dis- 
ease or representing an incidental finding, should be 
removed upon discovery. New roentgenologic tech- 
niques which demonstrate abnormalities of the small 
intestine are often of value in revealing the presence of 
Meckel’s diverticulum. —Harold Laufman. 


Diverticula, Diverticulosis, and Diverticulitis of the 
Colon: Indications for Operation and Refinement 
of Surgical Technic. Paut T. Carroxi. Dis. Colon 
& Rectum, 1961, 4: 88. 


SOLITARY DIVERTICULA of the colon may be true (con- 
genital) or false (acquired). The acquired diverticula 
represent a herniation of the mucosa and submucosa 
of the bowel wall through the muscularis propria and 
are enveloped by the serosa upon protrusion. True or 
congenital diverticula arise out of growths of the 
bowel during embryologic development of the hind- 
gut. They are made up of all layers of the bowel wall. 

The term diverticulosis of the colon is used to de- 
note the presence of two or more symptomless diverti- 
cula. They are usually of the false or acquired type 
and are found in 5 to 10 per cent of the population 
more than 40 years of age. Diverticulosis associated 
with severe bleeding is described in a group of pa- 
tients. Bleeding can be massive and prolonged, espe- 
cially in elderly patients with concomitant hyperten- 
sive cardiovascular disease. When bleeding cannot be 
checked by medical management, colectomy may be 
required. 

Diverticulitis of the colon is a term used to denote 
the presence of inflammation which may be acute or 
chronic. About 10 per cent of the general population 
has diverticula of the colon and in 20 to 25 per cent of 
those who have it diverticulitis will develop at some 
time. Of those who have diverticulitis, 1 of 5 will re- 
quire operation. Inflammation of the wall of a diver- 
ticulum frequently leads to bleeding. This is believed 
by the author to be due to erosion of sclerotic vessels. 

Early resection for diverticulitis is indicated in an 
increasing number of patients who fail to respond 
promptly to conservative therapy. Operation is advo- 
cated after one or more severe attacks of diverticulitis, 
after an attack accompanied by rectal bleeding, when 
cancer cannot be excluded by roentgenogram and sig- 
moidoscopy, in cases of impending perforation, and 
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when diverticulitis occurs in patients less than 50 years 
of age. A 1 stage resection of the sigmoid is advised in 
these circumstances and is described and illustrated 
in this report. —Lloyd D. MacLean. 


Acute Diverticulitis. P. Gitroy Bevan. Brit. Med. 7., 
1961, 1: 400. 


Tue AUTHOR has reported a study based upon the 
cases of 138 patients with diverticulitis of the colon 
admitted as emergencies to the Dudley Road Hos- 
pital, Birmingham, England over a recent 2 year 
period. In each instance the diagnosis was confirmed 
by either operation, barium enema, sigmoidoscopy, 
or necropsy. 

The absolute incidence of diverticulitis increases 
with age. It is greater in women than in men. The 
sigmoid or pelvic colon is found to be involved pri- 
marily or entirely in 89 per cent of cases. The theory 
is advanced that diverticulitis is caused initially by 
spasm of the sigmoid colon. 

The author distinguishes 2 clinical syndromes 
which correspond to the pathologic stages of the 
disease: (1) spastic colon and (2) leaking from 
diverticula. Sigmoid spasm may lead to symptoms of 
constipation, diarrhea or both. 

Of the 138 patients admitted as emergencies, the 
largest number were in the group designated as 
‘acute diverticulitis.” The next most common type 
of patient seen was in the group with perforation or 
formation of fistula. There were 23 cases of generalized 
peritonitis caused by perforation. 

Conservative management was employed in the 
large majority of patients, using chemotherapy or one 
or another of the antibiotics, as well as sedatives, 
neuromuscular relaxants, blood transfusions, gastric 
aspiration, and parenteral fluids when indicated. The 
results of conservative treatment are excellent in the 
vast majority of patients. 

Operative treatment was carried out on 34 patients. 
A single diverticulectomy for bleeding was performed 
in 1 patient. A colostomy was performed with or with- 
out laparotomy in 15 patients, 5 of whom died. Re- 
section of a localized segment of diverticulitis with 
anastomosis was performed in 7 patients all of whom 
survived. In some instances of perforated diverticu- 
litis the sigmoid colon bearing the perforation can be 
exteriorized and excised, leaving a double-barrelled 
colostomy to be closed at a second stage. 

Of the 34 patients undergoing operative procedures 
of one kind or another, 7 or 21 per cent died. Of the 
138 patients in the entire series, 16 died as a result of 
the disease or its complication with an over-all mor- 
tality of 11.6 per cent. — Harvey N. Lippman. 


Eosinophilic Allergic Appendicitis (Apendicite alér- 
gica eosinéfila). Mario Ramos DE Otiverra, D. 
Prospero, A. B. Caupuro, M. B. SPERANZINI, and 
Others. Rev. Paul. Med., 1960, 57: 359. 


‘THE AUTHORS FOUND 95 cases of eosinophilic appendi- 
citis among 2,118 appendices in a 10 year period, or 
4.5 per cent, at the Sao Paulo University Hospital, 
Sao Paulo, Brazil. There is a diffuse form of the 
process, with eosinophils scattered through mucosa, 
submucosa, and sometimes muscle which, according 
to the literature, corresponds to an acute clinical 


picture, and a nodular or circumscribed type in which 
the eosinophils are clustered in the form of granulomas 
with central areas of fibrinous necrosis. These sup. 
posedly are “‘chronic appendicitis” clinically. In their 
series the authors found no such correspondence be- 
tween the histology and the patients’ histories. Most 
of the patients were between 20 and 30 years old, and 
there was a slight preponderance in men. Fifteen of 
the 95 were incidental appendices. Seventy-five pa- 
tients had had chronic right lower quadrant pain and 
5 had acute pain. They seldom had fever or leuko- 
cytosis and only 5 had eosinophils in their peripheral 
blood smear. Stool examinations showed various 
parasites in half the cases. Pain in the right iliac 
fossa, radiating to the right thigh and causing dif- 
ficulty in walking was a common symptom. The 
authors could not demonstrate a tie-up with allergenic 
factors in these patients. 

It is probable that some cases of “chronic appen- 
dicitis” that improved after appendectomy were cases 
of eosinophilic allergic appendicitis. 

— William B. Gallagher. 


A Reappraisal of the Effects of Antimicrobial Therapy 
on the Course of Appendicitis in Children. Wi.- 
LIAM R. Cote and Harvey R. BERNARD, Am. Surgeon, 
1961, 27: 29. 


THE AUTHORS ANALYZED the hospital records of 965 
children operated upon at the St. Louis Children’s 
Hospital, St. Louis, Missouri because of a diagnosis 
of acute appendicitis. It was somewhat difficult to 
assess the prophylactic effectiveness of antimicrobials 
because, before these substances were discovered, the 
mortality and morbidity of surgically treated acute 
appendicitis had already decreased remarkably. 
With certain definite criteria to determine the 
conduct of cases before and after the antibiotics were 
available, the authors believed that the prophylactic 
administration of chemotherapeutic agents did not 
affect the wound infection rate in children treated by 
appendectomy for appendicitis, regardless of the 
extent of the inflammatory or septic process. It seemed 
probable to them that a significant difference was 
found in the mortality rate of patients with perforative 
appendicitis who were treated with antimicrobials as 
compared to that of those treated without anti- 
microbials, favoring the antibiotic treated group. 
The authors present data that indicate to them that 
more benefit can accrue to the child ill of appendicitis 
by improvement in diagnosis, surgical judgment, 
technique and general care, than from the indis- 
criminate use of antimicrobials. — Matthew H. Evoy. 


Clinical Manifestations of Duplication of the Bowel. 
R. W. Paut and C. Everett Koop. Pedi- 
atrics, 1961, 27: 397. 


THIRTY-EIGHT CASES of duplication of the gastroin- 
testinal tract are presented. The embryogenesis of 
duplications is briefly considered. 

Duplications may arise at any point along the 
alimentary tract but are most frequent in the ab- 
dominal cavity. Heterotopia of the mucous membrane 
is often present. When acid secreting mucosa lines 
the lesion, hemorrhage or erosion may result. Ana- 
tomically, duplications can be classified into spherical 
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or tubular forms. The spherical forms seldom com- 

municate with the normal bowel lumen, whereas the 

tubular forms may open into the intestine at some 
int. 

The anatomic distribution, sex, racial incidence, 
and age of onset are summarized. 

Other visceral anomalies are frequently associated 
with duplication. Vertebral anomalies often are dis- 
covered with thoracic duplications. 

Diverse symptoms and signs may lead to the finding 
of a duplication. In this series respiratory difficulty 
predominated in 5 patients, abdominal pain in 6 pa- 
tients, an abdominal or anal mass in 7 patients, an 
acute abdominal problem in 7 patients, and on 10 
occasions duplications were discovered when patients 
underwent investigations or operative procedures for 
other problems. 

Thirty-six of the 38 patients had surgical procedures. 
Interference was deemed unnecessary in 1 patient. Of 
the 36 surgically treated patients, 35 survived and 
have had no subsequent difficulties. 

There were 2 deaths in infants with multiple 
anomalies. The duplication was an incidental finding 
in 1 and an autopsy finding in the other. 

—Ernest D. Bloomenthal. 


Acute Ulcerative Colitis. E. S. R. Hucues. Dis. Colon @ 
Rectum, 1961, 4: 3. 


Or 282 PATIENTS with ulcerative colitis treated by the 
author, 34 were classified as acute because of the se- 
verity of complications. Toxemia, the most common 
such complication, occurred in 18 patients and was 
characterized by physical weakness, nausea, vomiting, 
tachycardia, and fever. Mucosal ulcerations and sero- 
sanguineous fecal discharge were present. 

Distention was the second most common complica- 
tion, occurring in 10 patients. Some cases in this series 
had mechanical obstructions but most obstructions are 
the result of ileus from either segmental or generalized 
involvement of the colon. 

Less common acute manifestations were hemor- 
rhage and perforation, each occurring in 3 patients. 
Milder bleeding was common. Perforation usually 
caused rapid deterioration of an already toxic patient. 
Ifextraperitoneal, perforation caused perirectal sepsis. 

No operation was performed in 3 of the 34 acute 
cases, and immediate operation was performed in 2 for 
bowel obstruction. In the remaining 29, nonoperative 
management was instituted first, with correction of any 
electrolyte imbalance, restoration of normal hemo- 
globin levels by transfusions, and administration of 
morphine or pethidine to relieve anxiety and diarrhea. 
Antibiotics were given to all patients, and steroids to 8. 
Of the 29 patients, 26 had an operation within an 
average of 4.6 days. The remaining 3 were observed 
for from 15 days to 8 weeks preceding operation. 

In the 31 patients who had an operation, peritoneal 
fluid was invariably present, was sometimes turbid, 
contained flecks of fibrin, or had an unpleasant odor. 
The entire large bowel was grossly involved in 23 cases. 
The proximal colon appeared free of disease in 6 cases 
and the disease was segmental in 2 patients. 

Ileostomy only was performed in 1 patient, an obese 
man in a severely toxic state. Toxicity subsided, but 
severe hemorrhage occurred 12 days later and emer- 
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gency colectomy was performed with a good result. 
Ileostomy alone is rarely a good procedure in this dis- 
ease, although occasionally it may be a life-saving 
measure if a colectomy is performed as soon as possible 
thereafter. 

In 15 patients an ileostomy and subtotal colectomy 
were performed in 1 stage, exteriorizing the proximal 
end of the distal segment of colon. One such patient 
died of staphylococcal septicemia 4 weeks after opera- 
tion. Proctectomy can be performed later if necessary. 
Ileorectal anastomosis was made at the same time as 
the colectomy in 1 case and at a later date in 3 cases. 
One stage ileostomy, colectomy, and proctectomy was 
performed on 12 patients, with 4 deaths in the post- 
operative period. 

Survivors had a better convalescence than did the 
patients with colectomy and retained rectum, but the 
latter procedure is preferred because of its lower mor- 
tality rate. Steroid therapy was of no value in this series. 

—Stanley W. Tuell. 


Management of Civilian Colon Injuries. W. R. Roor, 
GeorceE C. Morris, Jr., and Micuaet E. De Bakey. 
Dis. Colon & Rectum, 1961, 4: 115. 


THE AUTHORS have analyzed 217 cases of traumatic 
injury of the colon observed during the past 11 years 
at the Jefferson Davis Hospital in Houston, Texas. 
The majority of these patients were treated by pri- 
mary repair of their injury. Two-thirds of the patients 
were Negroes; over 90 per cent were between 15 and 
45 years of age. The types of injury noted in order of 
frequency were bullet wounds, knife wounds, shotgun 
wounds, and blunt trauma. Multiple injuries of the 
colon were encountered in 20 per cent of the cases. 
The most frequent site of injury was the transverse 
colon, followed in order of frequency by the descend- 
ing colon, the ascending colon, and the rectosigmoid. 

Preoperative management was standard. Up to 
1,000 c.c. of dextran was used as the plasma expander 
when rapid replacement was imperative. Antibiotic 
agents were started while the patient was in the re- 
ceiving ward. Tetanus antitoxin or tetanus toxoid was 
administered as necessary. An indwelling catheter 
was placed in the bladder and the stomach was evacu- 
ated in preparation for operation in most cases. 
Proctoscopy was carried out in cases of lower ab- 
dominal injury when trauma to the rectosigmoid re- 
gion was suspected. Roentgenologic examination of 
the thorax and abdomen was performed as indicated. 

Surgical management consisted of rapid explora- 
tion of the abdomen through a midline incision, 
control of hemorrhage, repair of colon injury by 
two-layer technique, and segmental resection with end- 
to-end anastomosis of the colon when a badly dam- 
aged segment of bowel was encountered. Exterioriza- 
tion was used only in cases in which repair was diffi- 
cult or impossible. ‘The use of proximal colostomy was 
limited to patients with rectal injuries and to some 
cases of massive destruction of long segments of bowel. 

The over-all mortality rate for the 217 cases was 
12.9 per cent. Primary repair was employed in 168 
cases with 10 deaths for a mortality rate of 6 per cent. 
Of the 46 patients treated by two stage operations, 15 
died, a mortality rate of 33 per cent. Eleven injuries 
of the lower portion of the rectosigmoid area were en- 
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countered and all were treated by diverting colostomy 
without mortality. Exteriorization of damaged bowel 
was performed in 22 cases and simple colostomy in 13. 
In 47 cases without significant associated major organ 
injury there was no mortality. The mortality rate for 
patients over 50 was 48 per cent. 

Wound infection, fecal fistula, wound dehiscence, 
and acute renal failure were the most common com- 
plications encountered. Of the 28 deaths which oc- 
curred, hemorrhage and irreversible shock associated 
with renal failure and peritonitis were responsible for 
22. Only 7 of the deaths were directly related to the 
colon injury. 

The authors conclude that the majority of colon 
injuries encountered in civilians is limited in extent of 
destruction and can be managed best by simple clo- 
sure or by resection of the involved segment with end- 
to-end anastomosis. Injuries of the extraperitoneal 
portion of the rectum should be treated by repair and 
diverting colostomy. — Harvey N. Lippman. 


Occult Invasive Cancer in Polypoid Adenomas of the 
Colon and Rectum. Rupert B. TurNBULL, JR., JOHN 
B. Hazarp, and ALBert O’HALtoran. Dis. Colon 
Rectum, 1961, 4: 111. 


THE FOLLOWING QUESTIONS are asked in this investiga- 
tion: (1) When a clinically benign adenomatous polyp 
has been removed from the rectum or colon and later 
is reported by the pathologist to contain foci of cancer, 
should the rectum or a portion of the colon be re- 
moved to insure a cure? (2) Do metastases occur? (3) 
Should the treatment of an apparently benign polyp- 
oid adenoma be determined by its clinical appearance 
or by biopsy? 

The authors believe that polypoid adenomas may 
be treated successfully by local measures even though 
foci of cancer are found on histologic examination. 
There are two requisites, however. One, the adenoma 
must appear benign clinically. Two, the adenoma 
must be destroyed completely to prevent local recur- 
rence. 

Thirteen hundred and forty-five patients with pol- 
ypoid adenomas of the colon and rectum were re- 
viewed. One hundred and eighty or 13.4 of these pa- 
tients had some type of cancer which was discovered 
on histologic examination of the polyp. Thirty-seven, 
2.7 per cent, had foci of invasive cancer. A clinical 
study to determine the effectiveness of local treatment 
was carried out in the invasive group. There was only 
1 patient known to have local recurrence of cancer in 
the rectum which occurred 3 years after inadequate 
treatment, but no patient had metastases within 4 to 
14 years. 

The conclusion is made that adequate local treat- 
ment seems to be satisfactory for benign appearing 
polypoid adenomas even though they may contain 
foci of invasive cancer. —Lloyd D. MacLean. 


Fistulas of the Sigmoid Flexure. Rosert J. Rowe and 
EuGENE S. SuLuivan. Dis. Colon & Rectum, 1961, 4: 41. 


In a sertes of 28 patients with fistulas of the sigmoid 
colon, the primary cause was diverticulitis in 14 and 
carcinoma of the colon in 8. There were 3 fistulas 
caused by regional ileitis, 2 from irradiation sigmoidi- 
tis, and 1 from a chicken bone in the colon. Fistulas 


were multiple in 5 patients. Sigmoidovesical fistulas 
are usually more common in males, because of the pro. 
tective barrier of the genital organs in the female, but 
in this series 7 males and 7 females were so afflicted. 
Four of the females had had previous hysterectomy, 
Hematuria was present in all 14 patients with sig. 
moidovesical fistulas; pneumaturia or fecaluria oc. 
curred in 10. 

There were 2 sigmoidovaginal and 2 sigmoidocervi- 
cal fistulas and all followed drainage of a cul-de-sac 
abscess. In 2 instances, the abscesses were from diver- 
ticulitis and in 1 instance from irradiation sigmoiditis, 
The third followed the chicken bone perforation. 

All 9 sigmoidocutaneous fistulas followed surgical 
procedures. In 4 of these the procedure was explora- 
tory laparotomy and simple biopsy of a mass. Simple 
biopsy of a mass in the colon is hazardous and identifi- 
cation of an intact mucosa by preoperative roentgenog- 
raphy is the best method of differentiating diverticulitis 
from carcinoma. Study of the fistulous discharge by 
Papanicolaou technique may be useful in diagnosing 
carcinoma, though it was not helpful in this series. 

Preliminary diverting colostomy followed by second 
stage resection has been the most accepted program of 
treatment and this was utilized in 18 cases. The inter- 
val between stages averaged 5 weeks in patients with 
carcinoma; in some it was as short as 2 weeks. The in- 
terval before resection averaged 7.5 months in the 
inflammatory group. All patients with inflammatory 
fistulas showed subjective improvement after diverting 
colostomy. Only 50 per cent of the carcinoma group 
had subjective improvement after colostomy. 

Primary resection with restoration of continuity as a 
1 stage procedure was performed in 7 cases and is 
recommended as the procedure of choice in the absence 
of gross contamination, abscess, or acute obstruction. 

—Stanley W. Tuell. 


Multilocular Retrorectal Cystic Disease—Cyst-Ham- 
artoma. Monte Epwarps. Dis. Colon & Rectum, 1961, 
4: 103. 


TWELVE Cases of retrorectal cystic disease are report- 
ed. These congenital lesions, believed to arise from 
embryologic remnants of the caudal region, including 
the postanal gut, the neurenteric canal, and the noto- 
chord, have been called dermoid cysts, enterogenous, 
precoccygeal, or retrorectal cystic disease and cyst- 
hamartoma. The author prefers the latter term. 
The cysts are commonly multilocular and thin- 
walled and in the early stages of development are 
symptomless. With growth, they may interfere with 
function, and intestinal obstruction and dystocia have 
been reported. Infection frequently supervenes with 
formation of abscess and chronic drainage. Malignant 
change has been reported. On physical examination 
in the early stages, apart from the cystic swelling 
which may be detected anterior to the coccyx and ap- 
pear to be intimately associated with it, the most con- 
sistent finding is that of a small funnel-shaped depres- 
sion at the midanal level in the posterior midline. 
Complete surgical removal is the only effective 
treatment for retrorecetal cyst-hamartoma. In rela- 
tively uncomplicated cases, an incision should extend 
from the tip of the coccyx to a point above the sacro- 
coccygeal joint. The coccyx is removed and the lesion 
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dissected free from the rectal wall. The operation is 
best performed with the patient in the prone jack- 
knife position under saddle-block anesthesia. Histolog- 
ically, the cyst membrane may consist of epithelium of 
varying types, usually columnar but occasionally 
transitional or squamous cell. 

Of 10 patients operated upon, 7 are known to be 
free of symptoms with healed wounds, 1 wound is in 
the process of granulating, 1 operated on 3 times pre- 
viously has not healed after 24 months, and 1 patient 
is untraced. —Lloyd D. MacLean. 


LIVER, BILIARY SYSTEM, AND PANCREAS 


Needle Biopsy of the Liver in 197 Patients with 
Metastatic Hepatic Tumors (Sulla carcinomatosi 
metastatica del fegato: reperti e considerazioni in 197 
casi sottoposti ad ago-biopsia diagnostica). M. Fazio, 
E. E. Minetto, M. Nicota, and I. Oppone. 
Cancro, Tor., 1960, 13: 358. 


NEEDLE Biopsy of the liver was performed in 197 
patients for the detection of neoplastic metastases at 
the Medical Clinic of the University of Turin Medical 
School, Turin, Italy. In all cases, secondary involve- 
ment of the liver from a neoplastic process located 
elsewhere in the body was suspected on clinical 
grounds, but no other metastases were present. The 
biopsy, performed with the standard technique, 
proved to be of diagnostic value in 100 per cent of the 
cases, since malignant cells were detected in the bioptic 
material on microscopic examination in all cases. In 
86 patients, or 44 per cent, it was not possible to locate 
the site of the primary lesion. In the other 111 cases, 
56 per cent, the origin of the tumor was the stomach 
in 38.7 per cent of cases; the uterus in 15.3 per cent; 
the intestinal tract in 10.8 per cent; the breast in 10 
per cent; the lungs in 5.4 per cent; the pancreas in 
5.4 per cent; the ovary in 4.5 per cent; the gallbladder 
in 3.6 per cent; and the esophagus in 1.8 per cent, in 
frequency followed by the larynx, the urinary bladder, 
the testicle, the thyroid, and the skin. 

In concluding the article the authors emphasize the 
fact that no laboratory test can give the clue for the 
detection of liver metastases suspected on clinical 
grounds and recommend the needle biopsy as the 
safest and most accurate method of diagnosis. 

— Maria Serratto. 


Surgical Treatment of Portal Hypertension (L’iper- 
tensione portale in chirurgia). PieTRO VALDONI. 
Minerva Med., Tor., 1961, 52: 303. 


Tue auTHOoR, who heads the Surgical Clinic of the 
University of Rome Medical School, Rome, Italy, 
presents his experience with the surgical treatment of 
portal hypertension in a series of 168 patients. On 
the basis of liver function tests, liver biopsy, barium 
swallow study, splenoportography and manometry, 
hepatic vein catheterization, and hepatic blood flow, 
he separates the hypertension due to portal or splenic 
thrombosis from that due to a Banti’s syndrome or 
hepatic cirrhosis. In the first entity, the splenoporto- 
graphic findings are pathognomonic and are associ- 
ated with esophageal varices and increased splenic 
pulse pressure, 30 to 50 mm. Hg; the results of liver 
function tests and biopsy, hepatic blood flow, and 
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hepatic vein pressure are within normal limits. Fibro- 
congestive splenomegaly or Banti’s syndrome, which 
is due, according to the author, to increased arterial 
flow to the spleen, is characterized by increased splenic 
pulse pressure, 30 to 40 mm. Hg, and hepatic blood 
flow, the presence of esophageal varices, splenoportal 
dilatation, normal results of liver function tests and 
biopsy, and hepatic vein pressure in the upper limits 
of normal. Hepatic cirrhosis is characterized by ab- 
normal results of liver function tests and biopsy, 
esophageal varices which are not uniformly present, 
reduced intrahepatic vascular tree, increased splenic 
pulse and hepatic vein pressure, and decreased 
hepatic blood flow. 

The author removes the spleen as a first step in every 
case. A splenorenal shunt was the operation of choice 
at the beginning of the author’s experience, but now 
he prefers a portacaval shunt. The latter is always a 
laterolateral procedure. To obtain a more complete 
separation of the portal-azygos system, the author ties 
the left gastric vein just below the cardia with a mass 
ligature of the gastropancreatic ligament. In patients 
who have been subjected to a splenectomy and who 
have no portal thrombosis, a segment of jejunum is 
placed between the esophagus and the stomach in- 
stead of dividing the cardia and reanastomosing it to 
the stomach (Tanner’s procedure). This technique 
has been adopted to prevent the reflux of gastric juice 
that is particularly frequent after vagotomy. 

In the last 3 years 76 operations have been per- 
formed with a mortality of 19.7 per cent; 42 patients 
had cirrhosis, 16 had Banti’s syndrome, and 18 had 
thrombophlebitis. The mortality was 19 per cent, 
6.2 per cent, and 5.5 per cent, respectively. Of the 
entire series, 30 patients have been followed up from 
1 to7 years. In 8 of 15 cirrhotics the albumin/globulin 
ratio reverted to normal; esophageal varices persist 
without hemorrhage in 5 of 13, and ascites is still 
present in 2 of 9 who had it prior to operation. Of 11 
with Banti’s syndrome, the esophageal varices have 
disappeared in all except 1 whereas in 4 patients with 
thrombophlebitis the varices are no longer present. 

— Michele A. Chiechi. 


Elective Portal Systemic Shunt. Witt1am V. McDer- 
MoTT, JR., Huco Patazz1, Georce L. Narpi, and 
ALBERTO Monpbet. WV. England 7. M., 1961, 264: 419. 


From 1945 through 1958, 237 elective portal systemic 
shunts were performed at the Massachusetts General 
Hospital, Boston, Massachusetts in selected patients 
giving a history of at least 1 prior episode of bleeding 
from demonstrable esophageal varices. Patients oper- 
ated on for intractable ascites alone and those with 
emergency shunts performed for the treatment of 
acute massive hemorrhage were excluded from this 
series. The diagnosis of varices was usually made by 
roentgenogram, which was believed to have a high 
degree of accuracy. Other procedures considered of 
value were splenoportography, particularly in cases 
in which an extrahepatic block was suspected, esopha- 
goscopy, and the ammonia tolerance test. The am- 
monia tolerance test was thought extremely valuable 
not only in evaluating the liver function with regard 
to the reserve in the mechanism of urea synthesis but 
also in defining the degree of portal systemic shunting. 
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The ideal patient for elective operation should be 
in reasonably good nutritional status, without ascites 
or jaundice, and with a serum albumin higher than 3 
gm., a bilirubin less than 2 mgm. per cent, a brom- 
sulfalein retention less than 25 per cent, and a pro- 
thrombin time greater than 50 per cent of normal. 
However, in over one-third of the patients these opti- 
mal conditions did not exist, but it was believed that 
the risk of further hemorrhage was greater than the 
mortality from the procedure. Seventy per cent of the 
deaths reported in this series occurred in these patients 
meeting less than optimal criteria. Nine per cent of 
the deaths followed a portacaval shunt and 11 per 
cent a splenorenal shunt. Preoperative and _post- 
operative studies on portal hemodynamics and liver 
blood flow are presented in detail. 

Leukopenia and thrombocytopenia are common 
secondary manifestations of portal hypertension and 
fibrocongestive splenomegaly; they occurred in 47 of 
237 patients. After operation, return to a normal 
blood picture was found in the majority of this group: 
in portacaval shunt, 2 of 5; in splenorenal shunt, 36 of 
42. Recurrent hemorrhages occurred in 15 per cent 
of the patients with a higher incidence in the spleno- 
renal group. Peptic ulceration after shunting was fre- 
quent, 15 cases, perhaps because of an increased 
gastric secretion secondary to the shunt. Acute or 
chronic encephalopathy, “‘hepatic coma,” as a result 
of ammonia intoxication occurred in 18 per cent. 

Except for the effect on pancytopenia, the authors 
believe that portacaval shunt is slightly superior to 
splenorenal shunt. Both, however, have carried a 
reasonably low mortality and provided satisfactory 
protection against further hemorrhage from the eso- 
phageal varices. There is no evidence that surgical 
shunts cause a serious deterioration in liver function, 
and the authors believe that the incidence of sig- 
nificant problems with peptic ulceration or ammonia 
intoxication are not great enough to constitute a 
serious objection to shunt operation. 

— Wayne F. Cameron. 


Several Indications for Periarterial Hepatic Neurec- 
tomy (Quelques indications de la neurectomie péri- 
artére hépatique). I. KayaBaut. Lyon chir., 1960, 56: 
857. 


PERIHEPATIC NEURECTOMY was introduced by Mallet- 
Guy in 1947. The most important indication for the 
procedure is hepatitis with icterus. The operation has 
also been used to prevent progressive liver damage in 
alcoholic cirrhosis, yellow atrophy caused by carbon 
tetrachloride poisoning, and cholestasis caused by 
extrahepatic obstruction. 

The authors report their experience with 33 pa- 
tients. In 4 the indication was biliary cirrhosis; in 3 it 
was hepatitis with jaundice of long duration; 16 pa- 
tients had multiple abscesses of the liver; and 7 had 
postcholecystectomy syndrome. On 1 occasion the 
operation was performed on a patient who had a 
ligature accidentally placed around the hepatic artery. 
In 2 cases the operation was performed on patients 
with hepatic disease, the nature of which was not 
stated. Good results were obtained in all except 2 pa- 
tients with cirrhosis of the liver who died postopera- 
tively and 1 patient with postcholecystectomy syn- 


drome who succumbed. Follow-up studies extended 
from 2 to 4 years. 

The authors are particularly impressed with the re- 
sults of the operation in patients with hepatitis and in 
other patients with icterus of various causes. 

—Frederick W. Preston, 


Fatty Liver Presenting as Obstructive Jaundice, 
Harovp BALLARD, MICHAEL BERNSTEIN, and Joun T, 
Farrar. Am. 7. Med., 1961, 30: 196. 


INCREASED FAT in the liver—fatty metamorphosis or 
hepatic steatosis—occurs in amounts up to 40 per 
cent, as compared with a normal 5 per cent fat by 
weight, in various pathologic conditions including 
chronic use of alcohol, nutritional deficiencies, anemia, 
diabetes mellitus, ingestion of toxic substances, tu- 
berculosis, and various xanthomatoses. 

In the majority of cases in which the pathologist 
describes fatty liver, there are no clinical symptoms 
or detectable derangement of liver function. However 
in some cases, fatty liver may be the only histologic 
finding associated with jaundice and biochemical 
alterations. 

Five such cases are herein described in detail. All 
patients gave a history of chronic intake of excessive 
amounts of alcohol for months to years with signifi- 
cantly increased intake in the weeks just before ad- 
mission. Grossly inadequate diet was taken by 3 pa- 
tients and borderline adequate in the remaining 2 
patients. Weakness, anorexia, nausea and vomiting, 
dark urine, and light stools occurred in all. All had a 
clinically enlarged liver, 6 cm. or more below the right 
costal border. In all cases the total serum cholesterol 
exceeded 550 mgm. per cent, and the serum alkaline 
phosphatase was between 32 and 92 King-Armstrong 
units. The cephalin cholesterol flocculation tests were 
consistently negative except for a single 1 plus de- 
termination, and the thymol turbidity test was normal 
in all cases with the exception of a single elevated 
value of 6 units in one case. 

Biopsy in all cases revealed moderate to severe 
fatty metamorphosis and cholestasis with little or no 
cirrhosis. In all cases the biochemical tests of liver 
function suggested biliary obstruction. Rest and ade- 
quate diet resulted in prompt and complete remission 
of physical signs and restoration of abnormal bio- 
chemical tests of liver function to normal. 

— Wayne F. Cameron. 


Surgical Treatment for Echinococcus Cysts of the 
Liver (Der gegenwaertige Stand der chirurgischen 
Behandlung des Leberechinococcus). B. Kourias. 
Chirurg, 1961, 32: 145. 


‘THIs REPORT summarizes experience collected in the 
surgical treatment of 1,170 patients with echinococcus 
cysts of the liver at the Greek Red Cross Hospital in 
Athens, Greece in the period 1914 to 1960. During 
that period, 2,034 patients with hydatid disease were 
operated upon; 57 per cent of these had disease in the 
liver. 

Most of the patients with hepatic echinococcus 
cysts had serious complications. ‘Twenty-four per cent 
had multiple cysts and 16.6 per cent had calcified 
cysts. There was coexisting biliary tract disease with 
calculi in 15.5 per cent and coexisting cirrhosis in 8.5 
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per cent. Other complications included secondary 
hydatid disease of the peritoneum and rupture of the 
hepatic cyst into bronchi or into the bile ducts. The 
many complications prevented the use of the ideal 
treatment, total extirpation of the cyst together with 
its fibrous capsule, in all but a minority of the patients. 
During the past 10 years, the author has been able 
to remove the cyst completely in only 20 per cent of 
his patients. 

Resection of either the right or left lobe of the liver 
is seldom advisable except when complications de- 
velop after other operative procedures have been used. 
Mortality is high, and there is always the possibility 
that other cysts may develop in the remaining lobes. 
Removal of the cyst contents, partial resection of its 
fibrous wall, and primary closure of the cavity is a 
very satisfactory procedure which the author has used 
in 25 per cent of his patients. In about a fourth of the 
patients treated by this method external drainage of 
the cavity is necessary. Even large cavities fill in sur- 
prisingly rapidly. The operation cannot be performed 
when there are multiple cysts or numerous daughter 
cysts. 

Recourse to the oldest treatment, marsupialization, 
is necessary when the cyst is infected or when it is 
filled with degenerated hydatid elements. This treat- 
ment must also be used when the cyst is in communi- 
cation with the bile passages, and when the cyst lies 
deep in the liver. The well-known disadvantages of 
marsupialization include frequent infection, bile 
fistula formation, electrolyte disturbances, hemor- 
rhage, and the necessity for prolonged postoperative 
care. Despite these disadvantages, this operation had 
to be used in 55 per cent of the author’s patients. 

Extensively calcified cysts in older patients are 
especially hard to eradicate. These cysts are usually 
large, and their removal is dangerous. The cavities 
have a tendency not to close, and bile drainage is 
often prolonged. Hepatic echinococcus cysts which 
rupture into the lungs or bronchi are no longer a 
great problem. Mortality from this complication was 
33 per cent prior to 1950. Lobectomies are now per- 
formed in these patients, and since 1950 very few of 
the author’s patients whose cysts ruptured to the 
lungs have died. The over-all mortality from surgically 
treated hydatid disease of the liver in the author’s 
entire series was 9.5 per cent. Since 1951, only 7.3 
per cent of the patients have died. Mortality is higher 
in patients with calcified cysts, and in those whose 
cyst has ruptured into major bile passages. 

—Elmer V. Dahl. 


Calcified Hydatid Cysts (Les kystes hydatiques cal- 
cifiés). F. Lacrot, P. Cortat, P. Larrarcur, J. 
Musstnt-MonTPELLIER, and F. Piner. Ann. chir., Par., 
1961, 15: 133. 


Tuts srupy deals with the etiology and pathology of 
calcified hydatid cysts of the liver. It is based on 80 
cases seen in Algeria. The incidence of calcification 
in hydatid cysts of the liver has varied in different 
reports from 2.3 to 19 per cent. In the authors’ ex- 
perience it was about 10 per cent. The mean age was 
47 years with a range from 12 to 82 years. Males 
were affected more than females in a ratio of 3 to 2. 
The cysts were solitary in 73.6 per cent. They were 
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localized to the right lobe in 79.3 per cent. The size 
of these cysts varied greatly and on the whole they 
were smaller than noncalcified cysts. The smallest 
were the size of an egg and the largest contained 3 
liters of fluid. 

The younger cysts with minimal calcification were 
usually rounded whereas the older and heavily calci- 
fied cysts had an irregular outline. In about one-fifth 
of the cases the contents of the cysts were calcified. 
These cysts were usually small and were more deeply 
located. In the remaining four-fifths of the cases the 
calcification was in the wall of the cyst and the cyst 
contained a liquid material. This calcified shell was 
variable in its thickness. The thinner shells could 
usually be easily separated from the surrounding liver 
tissue along a cleavage plane. This was not the case 
with the thicker shells which adhered tightly. The 
cysts with thin shells contained a clear liquid whereas 
the cysts with the thick shells contained a cloudy, 
purulent, or bilious liquid. Gallstones were present 
in 5 per cent of the cases. 

In 4 cases the vena cava was either displaced, 
stenosed, or adherent. The presence of hydatid cysts 
in other viscera was rare. Only 2 cases were recorded, 
1 in the lung and 1 in the spleen. 

Microscopically the calcifications were usually seen 
on the side of the host, ectocyst, and rarely on the 
side of the parasite, endocyst. This calcification is 
secondary to avascularity and tissue necrosis. The 
authors conclude that as the cyst grows older calcifi- 
cation occurs in the adventitial tissues thus forming 
a “‘shell.”” As the cyst and shell grow still older calci- 
fication continues and the cyst eventually dies and 
becomes calcified itself. If the cyst dies at an early 
age, then it becomes heavily calcified and forms a 
small “ball.” — Joseph F. Bahuth. 


Peroperative Electronic Radiomanometry of the Bil- 
iary Tract (La radiomanométrie biliare électronique 
peropératoire). Lucren Lrcer and Pu. TRIE. 
Presse méd., 1961, 69: 275. 


THE AUTHORS REPORT the technique and their ex- 
perience with combined operative cholangiography 
and electronic manometry of the biliary pressure. 
They claim that standard techniques of biliary 
manometry are inadequate and that electronic ma- 
nometry is more accurate and less cumbersome. They 
also claim that the combined study will prove to be a 
great help to the surgeon by giving him more con- 
crete information about the biliary tree at operation. 

Simply, a double lumened ureteral catheter is in- 
tubated through the cystic duct. One limb is con- 
nected to the electronic device which records the pres- 
sures graphically. The pressure is transmitted through 
the tubing by means of the air it contains. The 
second limb is used to inject the roentgenographic 
dye, diodone. After injection of only 5 c.c. the film is 
exposed and the pressure is continuously recorded. In 
normal ducts, the pressure rises to 70 to 80 mm.Hg 
and then falls precipitously to 10 mm.Hg within 2 to 
5 seconds. This phenomenon was demonstrated in 10 
cases. In 5 cases of biliary obstruction by odditis or 
impacted calculi, the findings were different. The 
initial pressure was usually elevated to about 20 mm. 
Hg. After injection of the contrast material the pres- 
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sure rose above 70 to 80 mm. Hg and did not fall 
precipitously as in the normal cases. On the contrary, 
it was slow and took from 2 to 20 minutes to return to 
the preinjection levels. — Joseph J. Bahuth. 


Unsuspected Carcinoma of the Gallbladder in Acute 
and Chronic Cholecystitis. A. 
and Ruspén Meprna. Ann. Surg., 1961, 153: 289. 


THE USUAL STATISTICS are presented concerning the 
autopsy incidence of carcinoma of the gallbladder, 
0.2 per cent, the incidence of gallstones at autopsy 
in patients over the age of 20, 10 per cent, the fre- 
quency of the presence of carcinoma of the gallbladder 
in surgical cases of cholelithiasis, 1.3 per cent, and 
the frequency of cholelithiasis in cases of carcinoma 
of the gallbladder, 84 per cent. Of specific interest 
is the circumstance that all of the material came from 
the homogeneous population of Puerto Rico. This 
study further confirms the impression that carcinoma 
of the gallbladder is a disease of the later years, that 
it primarily affects females, and that the clinical diag- 
nosis is rarely made before operation. 

Of the 28 cases of carcinoma of the gallbladder 
in which the diagnosis of gallbladder disease was 
made and exploratory operation performed, the 
malignant process was not noted by the surgeon in 
50 per cent. Characteristically, on examination, the 
growth was seen to protrude into the lumen and only 
rarely was it diffusely growing throughout the organ 
without showing an ulcerated or polypoid area. 
Histologically, the tumors were divided into adeno- 
carcinoma, anaplastic carcinoma, or epidermoid 
carcinoma. 

Of the total number of patients, 38, only 7 were 
alive and clinically free of disease at the time this 
report was written. In 6 of these 7 the lesion was not 
recognized by the surgeon at the time of the operation. 
The length of survival ranged from 6 months to 6 
years. In 1, the adenocarcinoma was deeply infiltrat- 
ing and extended to the liver bed; re-exploration 
with a partial hepatectomy was performed within 
a month. This patient is now alive 5 years after opera- 
tion. 

In any case in which the gallbladder is separated 
with difficulty from the liver bed the authors suggest 
that the diagnosis of carcinoma be considered. Fur- 
thermore, because of the 4 or 5 per cent probability 
that carcinoma of the gallbladder will develop in an 
elderly woman who has gallstones, they suggest 
that cholecystectomy is indicated for this reason 
alone. — John W. Braasch. 


Concerning Certain Lesions of the Sphincter of Oddi 
and Their Sequelae (A propos de certaines agressions 
du sphincter d’Oddi et de leurs séquelles). J. SERoR 
and J. Rives. 7. chir., Par., 1961, 81: 307. 


THE DAMAGE done to the sphincter of Oddi by gall- 
stones depends in a large measure on the size of the 
stone. The size of gallstones is usually an indication of 
their age. Large stones in the gallbladder have no 
effect on the sphincter. Small stones are more serious, 
and the passage of stones approximately 7 mm. in 
diameter may cause spasm of the sphincter. Stones 
larger than 7 mm. do not pass through the sphincter 
of Oddi. Smaller stones may pass without difficulty, 


thus producing a spontaneous or a medical cure of 
cholelithiasis. Angulated stones are more damaging to 
the sphincter than small round stones. 

In North Africa, from which the authors’ patient 
material comes, they occasionally encounter cysts 
which spontaneously pass through the biliary tract 
and through the sphincter of Oddi without producing 
symptoms. Gallstones may have as their origin hyda- 
tid material around which calcification forms. Stone 
formation on this basis leads to stones of assorted sizes 
and they may cause obstruction of the common bile 
duct with dilatation or they may pass without inci- 
dent. They may become impacted in the sphincter of 
Oddi, causing an acute spasm, or they may become 
temporarily impacted in the sphincter but later pass, 
causing only temporary damage. In some cases the 
passage of the stone so damages the sphincter that 
scar tissue formation results, leading to chronic 
sphincteritis. 

Another interesting lesion is atony of the sphincter 
of Oddi. This condition is often discovered at opera- 
tion when it is found that minimal pressure on the 
gallbladder will lead to its evacuation. An atonic 
sphincter may permit reflex of duodenal contents and 
cholangitis. Often these cases are associated with 
cholelithiasis. The authors believe that this condition 
is related to spontaneous passage of gallstones through 
the bile ducts. 

Spasm of the sphincter of Oddi may lead to elonga- 
tion of the common bile duct, and this condition may 
be accompanied by stasis within the duct and leads to 
the formation of calculi. Elongation of the duct is 
usually accompanied by dilatation of the duct, which 
condition in some cases may extend into the intra- 
hepatic ducts. — Frederick W. Preston. 


Strictures of the Extrahepatic Biliary Tract (Striktu- 
ren der extrahepatischen Gallenwege). T. Marton 
and I. Sixxés. Chir., Leipzig, 1961, 86: 699. 


Trauma during cholecystectomy was responsible for 
the strictures in 20 of the 21 patients treated by the 
authors. The authors present a table of common 
errors made during the cholecystectomy and cor- 
rective steps to be followed in each case; they stress 
correction at the time of common duct injury. A suc- 
cessful end-to-end anastomosis of the common duct 
is contingent upon the suture line not being under 
tension. In the event of tension or a short stump, a 
jejunal anastomosis is preferred. The authors found 
no advantages in using substitutes such as veins, 
ureters, or synthetic material in the repair of the 
common duct. 

A second table listing various strictures and their 
correction is presented. The use of artificial tubes 
presents difficulties such as encrustation and blockage 
and is consequently avoided by the authors. T tubes 
are used in methods described by Lahey. The crea- 
tion of an external biliary fistula is beset with diffi- 
culties and is rarely used except for hopeless cases. 
They report 21 treated strictures, 95 per cent of which 
were iatrogenic in nature. An end-to-end anastomosis 
was possible in only 4 cases, duodenal anastomosis 
being necessary in 14 cases. A polyvinyl T tube was 
found to be useful, especially in the duodenal anasto- 
mosis. 
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A table of results shows 10 patients to be symptom 
free, 8 to have had temporary cholangitis and jaun- 
dice, and 3 to have died. The authors conclude that 
the greatest cure of common duct strictures lies in 
the prevention. — Andrew P. Adams. 


Elevated Serum Amylase; A Review and an Analysis 
of Findings of 1,000 Cases of Perforated Peptic 
Ulcer. FRANK A. Rocers. Ann. Surg., 1961, 153: 228. 


ELEVATED AMYLASE may result from a large number of 
conditions. The authors briefly review these and 
recognize several general groups: (1) primary pancre- 
atic causes, (2) conditions producing their effect at 
the ampulla of Vater, (3) abnormal renal excretion of 
the enzyme, and (4) diseases producing a gastro- 
intestinal leak or exudate. 

A total of 1,000 selected cases of perforated gastric 
or duodenal ulcer are reviewed. The amylase values 
and mortality were: 


Duodenum Mortality Gastric Mortality 
Range cases per cent cases per cent 


To 200 685 ; 150 16 

200-300 54 21) 

300-400 38 9 

400-600 17 8 

Over 600 12 6) 
Totals 806 194 23 


The incidence of significantly high amylase is of 
importance primarily in that this examination can 
confuse a picture that otherwise would be typical of 
perforated ulcer. Factors that tend to elevate the 
amylase in perforating disease are the size of the per- 
foration, the amount of spillage and consequently the 
fluid accumulation in the peritoneal cavity, the dura- 
tion of perforation, and the presence of shock. 

If perforation is suspected, and no free air can be 
identified in the peritoneal cavity, perforation may be 
sought by means of an intragastric contrast medium. 
Peritoneal aspiration can also be of service. The fluid 
in pancreatitis is clear and slightly serosanguineous. 
In perforation, the fluid is cloudy, may be bile stained, 
and can contain bacteria. The high mortality associ- 
ated with elevations in serum amylase is probably 
connected with the other already enumerated general 
factors that tend to cause elevation of amylase. 

Because of the high levels of serum amylase, some 
over 7,000, in perforated ulcer, there is no amylase 
level that can be considered absolutely diagnostic of 
acute pancreatitis. —Carl H. Calman. 


48 


Transvisceral Cyst Enterostomy and Cyst Gastrostomy 
for the Treatment of the Postinflammatory Pan- 
creatic Pseudocyst. MeLvin P. Osporne and Louis 
N. Pernoxas. England M., 1961, 264: 538. 


Tus ARTICLE summarizes the authors’ experience in 
the management of pancreatic pseudocysts by internal 
drainage. Ten patients were managed in this fashion 
and have been followed up for periods as long as 12 
years. The opinion is presented that internal drainage 
of pseudocysts of the pancreas, either into the stomach 
or into the jejunum or, in more rare instances, the 
duodenum, is the preferable type of management. 
External drainage by marsupialization is less desirable 
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in the authors’ opinion, because of the more extensive 
morbidity, excoriation of the skin around the stoma, 
and problems of electrolyte loss. The incidence of re- 
currence of the pseudocyst and pancreatitis possibly 
are greater with external than with internal drainage. 

Seven of the patients had an anastomosis performed 
between the cyst and the stomach; 2 had cyst- 
jejunostomy, and in 1 patient the cyst was joined to 
the duodenum. Nine of the 10 patients in this series 
were desperately ill at the time of operation. The 
operation was performed through a transvisceral ap- 
proach; the stomach or small intestine is opened an- 
teriorly and through this transvisceral approach an 
anastomosis between the posterior wall of the viscus 
and the cyst is accomplished. Such a method has the 
advantage of simplicity, allows for biopsy of the cyst 
wall, and permits a stoma of sufficient size to be 
fashioned. This operation has an additional advantage 
in that it provides for long term decompression of the 
pancreatic duct. This factor may be of importance, 
especially if obstruction of the ductal system has been 
instrumental in the original cause of the pancreatitis. 

Both early and late results have been good, with the 
exception of the development of diabetes in 3 patients, 
although these patients, as well as the remainder of 
the group, remain free from recurrent pancreatitis. 

— Orville F. Grimes. 


SPLEEN 


Traumatic Rupture of the Spleen. Omero S. Iunc, 
K. V. Cammack, Max Dopbps, and GeorcE H. Curry. 
Am. F. Surg., 1961, 101: 349. 


‘THE AUTHORS REPORT on 71 patients with traumatic 
rupture of the spleen who were treated at the Hurley 
Hospital, Flint, Michigan during an 11 year period 
ending in 1958. Traumatic injuries to the spleen were 
more frequent in males in a ratio of about 2 to 1. 
Rupture caused by automobile accidents accounted 
for 78 per cent of the cases reported and penetrating 
wounds of the abdomen and accidental falls were the 
next most frequent causes of splenic rupture. Ab- 
dominal pain was the outstanding complaint, and 
symptoms occurred within the first 24 hours after 
trauma in 70 per cent of the cases. Pain in the left 
shoulder, Kehr’s sign, occurred in only 25 per cent of 
the patients. The most prominent abdominal finding 
was generalized or localized tenderness in the left 
upper quadrant. A fixed dullness in the left flank and 
shifting dullness in the right flank, Ballance’s sign, was 
an extremely rare finding. 

Isolated injury to the spleen causing traumatic 
rupture was an unusual event in the series, and the 
most common associated injury was fractured ribs on 
the left side. The most serious complication of the 
associated injuries was traumatic wet lung. Severe 
anemia upon admission was found in less than 50 per 
cent of the patients; however, a reduction in hemo- 
globin after admission was significant in the evalua- 
tion of the hemorrhage from the traumatic rupture of 
the spleen. Prominent roentgenologic signs were 
gastric dilatation and adynamic ileus along with a 
density in the left upper quadrant. A suspected or 
definite diagnosis of splenic rupture was made from 
roentgenographic studies in 50 per cent of the cases, 
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The immediate postoperative complication most 
commonly found was adynamic ileus; 1 late post- 
operative complication of splenosis was reported. 
Lacerations to the capsule and the parenchyma of the 
splenic tissue were found in over 70 per cent of the 
cases. Sharp lacerations and stab wounds of the spleen 
produced minimal hemorrhage, whereas lacerations 
produced by blunt trauma resulted in more severe 
hemorrhage and attendant shock than did injury 
caused by a sharp object. 

Splenectomy was accomplished in all instances for 
the management of traumatic rupture of the spleen. 
All but 1 of the patients required blood transfusion; 
the average amount of blood given to each patient 
was 1,700 c.c. The operative mortality was 12 per cent 
and the over-all mortality was 25 per cent. The latter 


figure was undoubtedly related to the associated 
injuries, especially craniocerebral and crush injuries 
that patients sustained to the chest. 

— Orville F. Grimes. 


Splenic Trauma: An Increasing Problem. J. S, 
Maucuon, P. O. Gers, and H. F. Lennarpr. Surgery, 
1961, 49: 477. 


FirTy-FOuR CASEs OF splenic trauma which occurred 
over a 10 year period are presented. They are classi- 
fied as immediate and delayed rupture, traumatic 
cyst, and rupture of the diseased spleen. 

The total mortality rate was 13 per cent and the 
postoperative mortality rate was 10 per cent. The 
increasing incidence, diagnosis, and operative prob- 
lems are emphasized. — John F. Maloney. 
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SURGERY OF THE FEMALE REPRODUCTIVE SYSTEM 


UTERUS AND ADNEXA 


Investigations on the Clinical Significance of ““Hemo- 
philus Vaginalis” (Untersuchungen ueber die kli- 
nische Bedeutung von ‘Haemophilus vaginalis”). 

. and W. RitzerFE.p. Geburtsh. Frauenh., 
1961, 21: 249. 


THE AUTHORS investigated the vaginal discharges of 
800 gynecologic and obstetric patients with leukor- 
rhea or with evidence of vaginitis. In 171 cases, 21.4 
per cent, Hemophilus vaginitis was definitely found; 
in 89 cases, 11.1 per cent, the results were suspicious; 
and in 40 cases, 5 per cent, the findings were doubtful. 

This organism has been regarded by some investi- 
gators as a cause of nonspecific vaginitis. The char- 
acteristic findings of H. vaginalis vaginitis consist of 
a grey, homogeneous, slightly malodorous discharge 
with a pH of 5.5. A positive diagnosis is made by 
cultural methods but, in practice, it is sufficient to 
demonstrate gram-negative, pleomorphic, coccobacilli 
with a pale border, measuring approximately 0.5 mi- 
cron by 0.2 micron. “Clue cells,”’ or finely granulated 
epithelial cells, are extremely suggestive of the in- 
fection. 

The microorganism was found to be universally 
sensitive to tetracycline; it was often resistant to other 
antibiotics and bacteriostatic agents. It is recom- 
mended that treatment consist of chlortetracycline, 
100 mgm. inserted vaginally on alternate days for 10 
days, or oxytetracycline, 250 mgm. every 6 hours for 
4 to 6 days. The husband, who may be a carrier, 
should also be treated. — Warren R. Lang. 


Sigmoidovaginostomy; A New Method of Obtaining 
Satisfactory Vaginal Depth. Josepn H. Pratt. Am. 
J. Obst. Gyn., 1961, 81: 535. 


A NEW METHOp has been described of anastomosing a 
short segment of sigmoid to the vaginal vault by an 
oblique end-to-end anastomosis for the purpose of 
gaining added length and lubrication of the vaginal 
canal. This method is particularly applicable to pa- 
tients with loss of vaginal depth after treatment of 
genital malignant lesions, who in addition have com- 
plications such as fistula, ulceration, stricture, or re- 
currence of the malignant lesion—disorders that 
require transection of bowel. 

The cases of 7 patients have been presented in 
whom such an operation was performed with no 
postoperative complication from the additional oper- 
ative procedure. The postoperative vaginal depth has 
ranged from average to excessive. The additional 
depth has relieved dyspareunia, and 5 of 7 patients 
report intercourse to be satisfactory and normal 
without the use of lubricants. 


The Management of Dysfunctional Uterine Bleeding. 
W. 


EQuinn MunneE Lt, Bull. Sloane Hosp. Women, 1961, 


7: 21 


By DEFINITION, dysfunctional uterine bleeding excludes 
bleeding caused by (1) pregnancy and its complica- 


tions; (2) inflammation, such as salpingo-oophoritis, 
endometritis, cervicitis, or vaginitis; and (3) neo- 
plasms—benign fibroids and polyps and malignant 
cancers of the cervix, endometrium, and ovary. There 
are then left 2 types of bleeding, that from hyperplasia 
of the endometrium and that from an apparently 
normal endometrium and uterus. 

The basic principles involved in managing dysfunc- 
tional or functional uterine bleeding are the docu- 
mentation of the diagnosis by establishing histologic 
proof of what is actually transpiring in the endo- 
metrium followed by treatment. Curettage will cure 
4 of 5 patients with dysfunctional bleeding. The re- 
mainder may be temporarily observed and treated 
with hormones, repeated curettage, hysterectomy, or 
occasionally by radiation. 

Dysfunctional bleeding caused by endometrial hy- 
perplasia should be treated by curettage initially. If 
unquestionable adenomatous hyperplasia is encoun- 
tered, hysterectomy should be promptly carried out 
in most cases. Patients with cystic glandular hyper- 
plasia, however, may be observed until bleeding re- 
curs, at which time hysterectomy is indicated. 

Dysfunctional bleeding from a nonhyperplastic en- 
dometrium should be treated initially by curettage. A 
recurrence should also be treated by curettage unless 
the patient is postmenopausal. The third episode of 
dysfunctional, nonhyperplastic bleeding requiring 
treatment may be properly managed by hysterecto- 
my. Some exceptions exist. 

Radiation castration is rarely indicated or justified 
as a substitute for hysterectomy except in those few 
patients who are found to be bad surgical risks. 

— john R. Wolff. 


Incidence of Pelvic Malignancies Following Irradi- 
ation for Benign Gynecologic Conditions. PHiLip 
Rustin, ANATOL RypiaANsky, and ArtHUR DutTTOoN. 
Am. F. Roentg., 1961, 85: 503. 


THE AUTHORS STATE that a critical review of the late 
results of radiation therapy in benign conditions is in 
order because of the variable incidence of subsequent 
carcinogenesis reported by many authors. They point 
out that many procedures previously considered rou- 
tine, such as thymic irradiation and spinal irradiation 
of adult males with rheumatoid spondylitis, have been 
largely abandoned in the past decade. A comprehen- 
sive review of the literature is included. 

The authors point out that the incidence of pelvic 
malignant lesions after irradiation for benign gyne- 
cologic conditions varies from series to series. The 
elusiveness of valid conclusions is the result of the 
pitfalls inherent in mass surveys of this type. The 
authors refer several times to the earlier study of 
Crossen and Crossen as the only sizeable series in 
which there was an attempt to present a controlled 
group. The fact that the subsequent incidence of both 
ovarian and endometrial cancer was significantly 
lowered in irradiated as opposed to nonirradiated 
patients cannot be lightly dismissed. 
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The authors asked themselves 2 questions: (1) Has 
irradiation of benign gynecologic disease resulted in 
the induction of malignant pelvic lesions? They con- 
tend that their data as well as the data of most in- 
vestigators suggest that the predisposing condition— 
the condition for which irradiation was first pre- 
scribed—rather than radiation per se is the etiologic 
factor in gynecologic neoplasms subsequently noted. 
(2) Should radiation therapy be abandoned in treat- 
ing benign conditions? The authors logically establish 
the fact that as surgery, anesthesia, and pharmaceuti- 
cals improve, radiation therapy will be used less and 
less for benign lesions. They logically state that it 
should not be the fears but rather the facts which di- 
rect treatment plans. At present, the uncertainties 
raised by the question of late carcinogenesis have led, 
in part, to conservative policies with more rigid cri- 
teria for radiation therapy in benign lesions. 

The authors analyze the cases of 469 patients with 
benign gynecologic disease treated from 1927 to 1958. 
In a study of their series, it is quite obvious that the 
lesions in the majority of patients treated would not 
be submitted today to the radiotherapist for definitive 
treatment. — Thomas W. McElin. 


The Vaginal Smear in Office Practice—The Swab 
Technique. N. Paut and EstELLE GROVER. 
Am. fj. Obst. Gyn., 1961, 81: 784. 


Asertes of 10,000 vaginal smears made and examined 
in a private office indicates that the vaginal smear is 
of great value in early detection of cancer, but is not 
practical or profitable when processed in a private 
office and should be processed in adequate pathologic 
laboratories. Its greatest value is in detecting the 
early nonsymptomatic lesions occurring in younger 
women between 20 and 40 years of age. 

The technique consisted of using a cotton swab 
without use of any lubricant on the speculum or any 
previous examination, taking the smear from the 
external os and possibly the posterior vaginal vault 
under direct vision. The smear was immediately 
fixed in equal parts of 95 per cent alcohol and ether 
and was later stained by means of the technique of 
Papanicolaou. Routine yearly vaginal smears are 
justified. 

The presence of a negative vaginal smear when 
there are symptoms or signs suggesting endometrial 
cancer should be disregarded, and investigation by 
conization of the cervix and dilatation and curettage 
should be accomplished. 

A positive vaginal smear indicates that the source 
of the cells must be located, and only then should 
definitive treatment be given. 

Some nonmalignant conditions may give rise to 
cells in the smear which are at present indistinguish- 
able from cells arising in truly malignant lesions. 
The source may also be located in various parts of the 
urogenital system. —Harry Fields. 


Demonstration of Tumor Cells in the Blood in Cancer 
of the Female Genitalia (Zum Nachwies von Tumor- 
zellen im Blut beim Genitalkarzinom der Frau). H.-J. 
Soost. Gebursth. & Frauenh., 1961, 21: 1. 


IF TUMOR CELLS are to be demonstrated in the blood, 
they will have to be separated from the other cellular 


elements. The author has developed a method of 
fractional centrifugation—‘“‘silicone flotation’ —in 
which a silicone-oil fraction is layered below the 
plasma suspension. The bulk of the red blood cells 
and many white cells will penetrate the silicone frac- 
tion when centrifuged because of their high specific 
gravity, above 1.075, while the tumor cells with a 
specific gravity of from 1.053 to 1.058 remain above. 
Remaining erythrocytes and some other cells are then 
removed by incubation with a streptolysin solution 
and a buffer system. The remaining cells are then 
separated by denitrated cellulose membranes which 
can be stained and then bleached without disturbing 
the microscopic investigation of the adherent cells. 
In a group of 136 genital cancers cells suggestive of 
tumor in regional and peripheral blood samples were 
seen in 45 cases. The incidence was high in ovarian 
cancer, 15 of 36 patients, and very high in cancers of 
the external genitalia, including the vagina. This 
takes into account that, in some cases, tumor cells 
cannot be differentiated from atypical or juvenile 
blood elements. The impression was gained, even in 
this small series, that positive tumor cells in the blood 
increased with the stage of the disease and increased 
the danger of metastatic extension. Early ligation of 
efferent vessels during operation for cancer should 
be mandatory. —W. Dieter Bergman. 


Cytotopographical and Histotopographical Investi- 
gation of Cervical Canal in Preinvasive Cancer, 
I. RoszKowskx1, S. Simm, A. PLutrowa, and L. Przy- 
BORA. Gynaecologia, Basel, 1961, 151: 36. 


THE ESTIMATION of the depth of preinvasive cancer 
within the cervical canal performed by the cytotopo- 
graphic method and expressed in millimeters does not 
correspond strictly to the actual histologic extent of 
the atypical epithelium. In about 80 per cent of cases 
the cytotopographic study revealed the paratypical 
and atypical cells at deeper levels than at which they 
really occurred. 

In 17 cases the atypical epithelium exceeded in 
histologic slides the limit of 10 mm. appropriate for 
electroconization. In only 1 of these cases did the 
cytotopographic study fail to reveal the suspected 
cells in the canal, which makes the error about 6 
per cent. 

When the atypical and paratypical cells in the 
cytotopographic smears of preinvasive cancer do not 
extend beyond the limit of 15 mm. in the canal, 
those patients may be treated by electroconization, 
provided that the operative material is examined by 
the serial sections method. —Charles Baron. 


Results in the Management of Preclinical Carcinoma 
of the Cervix. J. P. A. Larour. Am. 7. Obst. Gyn, 
511. 


A stupy was carried out at the Royal Victoria Hos- 
pital, Montreal, Canada of 274 patients with pre- 
clinical cancer of the cervix. Routine cytologic screen- 
ing detected a relatively large number of preclinical 
squamous cancers of the cervix but appears to have 
missed the early adenocarcinomas. 

Both preinvasive and invasive preclinical car- 
cinomas are recognized. These should be separated 
and identified for the sake of uniform statistical re- 
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porting. In this respect there appears .o be a need 
for modification of the International Classification, as 
suggested by Kottmeier. 

Both the average age of the patients and the 
response to treatment indicate that early invasive 
preclinical cancer is closer kin to carcinoma in situ 
than to clinical carcinoma. The clinical appearance 
of the cervix would seem to be an important factor 
in prognosis. 

Preclinical cancer of both varieties responds well to 
a variety of treatments. Management should be in- 
dividualized after close co-operation between the ex- 
perienced clinician and the pathologist. There appears 
to be very infrequent need for radiation therapy or 
radical surgical procedures. 

The definitive treatment of choice appears to be 
total hysterectomy with a wide vaginal cuff and con- 
servation of ovarian function when practicable. 

The degree of therapy inherent in complete cir- 
cumferential biopsy procedures appears to offer the 
young woman desirous of further pregnancies adequate 
security and this course is recommended, provided the 
patient and her husband understand the risks involved 
and accept perpetual periodic cytologic screening as 
the only method of protection. —Alan Rubin. 


Cervical Carcinoma: Radical Hysterectomy and Pel- 
vic Lymphadenectomy. A. W. Dippte and Sracy 
Kintaw. Am. 7. Obst. Gyn., 1961, 81: 792. 


ForTy-FOUR WOMEN were selected for radical hysterec- 
tomy and pelvic lymphadenectomy. This figure rep- 
resents 8.8 per cent of 505 consecutive patients with 
invasive cervical carcinoma. More than one-third of 
the total number of women were treated as private 
patients. 

The women treated surgically were not obese, were 
less than 60 years of age, were free of other disease, 
and were in satisfactory physical condition for the 
operation. The patients, according to the Schmitz 
classification, included 17 in class 1, 21 in class 2, 
and 6 in class 3. Surgical operation is best suited for 
patients with growths limited to the cervix, that is, 
International 1 or Schmitz 1 or 2 classification. 
Spread outside of the cervix usually contraindicates 
its use. A few patients were treated by a combination 
of a therapeutic dose of radiation and operation, and 
results were unimpressive. 

The ovaries were not removed in 10 relatively 
young women to obviate the symptoms of castration. 
Preservation of the ovaries has not proved to be hazard- 
ous. Endophytic lesions carried a poorer prognosis 
than did exophytic growths of a comparable clinical 
stage. 

‘The clinical staging of the tumor did not agree with 
the biologic staging in an appreciable number of 
patients. There is great difficulty in determining which 
patient is most suitable for this procedure. 

—Harry Fields. 


Lymph Node Involvement After the Wertheim-Meigs 
Operation (Lymphknotenbefunde nach Wertheim- 
Meigscher Operation ). C. A, AHRENs and St. TscHOKE. 
Geburtsh. & Frauenh., 1961, 21: 219. 


Tue autHors have studied the involvement of lymph 
nodes in cases of radical surgery for cancer of the 
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cervix. It appears that the first area of metastatic 
spread is confined to the true pelvis and involves the 
lymph nodes of the obturator, cranial gluteal, exter- 
nal iliac, and common iliac groups. The aortal, sub- 
aortal, rectal, and sacral nodes belong to the second 
area of nodes and are not usually directly involved. 
Eighty-five operative cases were studied and mul- 
tiple sections obtained through all areas of the speci- 
men. From every lymph node 350 to 400 sections 
were obtained. The original lymph node involvement 
as determined by routine histologic examination was, 
by this method, improved from 11.5 per cent to 25 
per cent in stage I and from 36 to 41 per cent in 
stage II, thus casting further doubt on the validity of 
present-day methods of staging. 
—W. Dieter Bergman. 


Survival in Invasive Carcinoma of the Cervix 5 to 
10 Years After Radiation Therapy. Davin G. 
Decker and Martin VAN Herik. Am. 7. Roentg., 
1961, 85: 488. 


Tue 1,300 patients included in this report represent 
all those treated for carcinoma of the cervix at the 
Mayo Clinic from 1940 through 1949. Definitive 
radiation therapy was given to 1,143 patients, and 
157 patients were treated primarily by surgical 
techniques. 

The over-all survival rate for the 1,143 patients 
who received definitive radiation therapy was 49 per 
cent for 5 years and 40 per cent for 10 years. If all the 
patients lost to follow-up were considered to have 
died of carcinoma of the cervix, the survival rate 
would be 47 per cent for 5 years and 37 per cent for 
10 years. 

Of the 56 patients with squamous cell epithelioma 
of the cervix treated primarily at the Clinic, who died 
between 5 and 10 years after treatment, 32 died of 
recurrent or metastatic carcinoma of the cervix and 8 
died of other diseases; not enough information was 
available in the remaining 16 cases to determine the 
cause of death. 

A plea is made for long term follow-up on all pa- 
tients with carcinoma of the cervix in the hope that 
such retrospective studies may add to knowledge of 
the nature and behavior of this malignant tumor 
after treatment. 


Surgical Treatment of Cancer of the Cervix Recur- 
After Primary Irradiation Therapy. 
H. FRIEDELL, FRANK CESARE, and LANGDON Parsons. 


N. England J. M., 1961, 264: 781. 


Tuis sTuDy represents the results of radical operation 
in the treatment of postradiation recurrence of cer- 
vical cancer. Between 1948 and 1958, 23 Wertheim 
hysterectomies with bilateral pelvic node dissection 
and 76 pelvic exenterations were performed. An 
attempt to correlate the pathologic findings in the 
surgical specimens with the clinical course and the 
subsequent outcome was made in each case. The aver- 
age age of the patients in the group was 50 years. The 
youngest patient was 29 and the oldest 59. The in- 
terval between radiation t!\crapy and radical opera- 
tion ranged from 6 months to 21 years. In most of the 
cases the lesion showed an original response to ther- 
apy and healing of the primary site. 
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Contraindications to operation include positive 
lymph nodes in either the groin or supraclavicular 
area, edema of the thigh and leg, back pain radiating 
down the leg, roentgenologic evidence of distant 
metastases to bone or lung, advanced age, and a reluc- 
tance on the part of the patient to accept the risk and 
consequence of the operation. 

The final decision as to whether or not radical oper- 
ation was performed depended on the findings at the 
laparotomy. If the tumor was confined to the cervix 
and uterus, with or without minimal paracervical in- 
volvement, Wertheim hysterectomy combined with 
bilateral pelvic lymphadenectomy was performed. If 
the tumor had invaded the bladder or the rectum or 
both, either a partial or a total pelvic exenteration 
with ureteroenterostomy was performed. Lymph node 
metastases were almost twice as frequent in these pa- 
tients as in a comparable group of patients treated 
primarily by operation. 

The prognosis was influenced by the size of the 
tumor at the primary site, the presence or absence of 
lymph node metastases in the surgical specimen, and 
to some extent by the fact that these patients were 
being treated for recurrent cancer after primary radia- 
tion therapy. 

Sixty-five per cent of the patients treated by Wer- 
theim hysterectomy and bilateral pelvic lymph- 
adenectomy survived for 5 years or more. When tumor 
was more extensive and exenteration was performed, 
the 5 year survival was 21.4 per cent. In the group 
with negative lymph nodes, however, the 5 year sur- 
vival after exenteration was 37.8 per cent. 

When cancer of the cervix occurs after previous 
radiation therapy, it may still be surgically curable in 
a percentage of cases. The primary surgical mortality 
in the entire series of patients studied was 18 per cent. 
However, in the latter period of study, the surgical 
mortality fell to 10 per cent. — Harry Fields. 


Late Results After Combined Surgical and Radiant 
Treatment of Tumors of the Ovary (Risultati a 
distanza dell’exeresi chirurgica e della terapia attinica 
complementare, roentgen e telecobalto, nelle neo- 
plasie maligne dell’ovaio). Mario CarsBonini. Ann 
ostet. gin., 1961, 83: 107. 


A CLINICOSTATISTICAL STUDY was carried out for the 
evaluation of the results of combined surgical and 
radiant treatment in 113 women with malignant 
ovarian neoplasms treated at the Department of Ob- 
stetrics and Gynecology of the University of Milan 
Medical School, Milan, Italy in the period 1954 to 
1960. According to the degree of invasion, the neo- 
plasms were divided into 4 stages: stage 1, intraovarian; 
stage 2, invasion of adjacent tissue; stage 3, invasion 
of the genitourinary organs and pelvic peritoneum; 
and stage 4, generalized carcinomatosis. 

The analytic evaluation of the material led to the 
following conclusions: (1) The late prognosis was 
directly proportional to the degree of invasion reached 
by the neoplasm at the time of treatment. (2) the 
ovarian neoplasms at stage 4 represented approxi- 
mately 50 per cent of the clinical material. Eighty- 
five per cent of the patients died shortly after opera- 
tion and the supplementary roentgen and cobalt 
therapy did not significantly improve the ultimate 


result. (3) Preoperative cobalt therapy alone or in 
association with antimitotic or antigonadotropic 
drugs was of value in making operation possible in 
otherwise inoperable cases. (4) In malignant lesions 
at stage 3, in which operation not always succeeded 
in a complete removal of the neoplasm, the supple- 
mentary radiant therapy reduced the mortality rate 
to 30 per cent in the 6 year period covered by this 
study. (5) In the ovarian neoplasms at stages 1 and 2, 
the late prognosis after operation was satisfactory and 
no deaths occurred in the 35 patients of these groups. 
The addition of radiant therapy did not seem to be 
of particular value; therefore, the author suggests 
avoidance of the use of roentgen therapy, particularly 
in young or pregnant patients. © — Maria Serratto. 


EXTERNAL GENITALIA 


Cancer of the Vulva. Finn LuUNDWALL and Dyre 
TROLLE. Acta chir. scand., 1961, 120: 439. 


In DENMARK the average annual number of patients 
in whom cancer of the vulva develops is 44. Frequent- 
ly, the disease is preceded by leukoplakic vulvitis. 

The lymphatic drainage from the vulva to the 
superficial and/or deep lymphatics in the groin af- 
fords a possibility of excising the tumor, afferent lym- 
phatics, and possibly interposed as well as regional 
lymph nodes by an en bloc operation. 

Since 1957, 21 patients with vulvar carcinoma, re- 
current in 5, have been treated at the Department of 
Gynecology I, Rigshospitalet, Copenhagen, Denmark. 

The standard method is now an en bloc operation, 
i.e., radical vulvectomy plus bilateral dissection of 
the inguinal lymph nodes. The best and most rapid 
wound healing is obtained by leaving the wound open 
with the exception of the lateral part of the groin 
wounds and the perineal wound. Prophylactic anti- 
coagulant therapy is used. 

A tumor involving the sphincter ani indicates a 
permanent colostomy and excision of the anus and 
lower part of the rectum. —Charles Baron. 


Intraepithelial and Infiltrative Carcinoma of Vulva: 
Bowen’s Type. M. R. ABett and J. R. G. Goszine. 
Cancer, 1961, 14: 318. 


BowEn’s DISEASE of the vulva is a form of squamous 
cell carcinoma that is distinctly different in clinical 
and histologic features from the usual form of squa- 
mous cell carcinoma of the vulva. It occurs in a 
younger age group and carries a better prognosis. The 
predominant feature is an extensive, often multi- 
centric, intraepidermal and intramucosal carcinoma- 
tous change that frequently involves the outer portions 
of skin appendages. The cells of the involved areas 
possess all the atypicalities of carcinoma with fre- 
quent, often bizarre division figures, “‘corps ronds,” 
abnormal “grains,” giant cells, and clumped nuclei 
or poikilocarynosis. The histologic features of intra- 
epithelial carcinoma of Bowen’s type are different 
from those of intraepithelial squamous cell carcinoma 
simplex, usually seen in leukoplakic vulvitis, and intra- 
epithelial carcinoma of Paget’s type. 

Ten of 24 patients with Bowen’s disease of this 
series had areas of infiltrative growth in addition to 
the characteristic intraepithelial component. In 6 
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patients vulvar recurrences developed and 2 neo- 
plasms metastasized to the inguinal lymph nodes. 

A startling finding was the occurrence of other ma- 
lignant neoplasms in 37.5 per cent, especially squa- 
mous cell carcinoma of the uterine cervix and upper 
vagina which occurred in 25 per cent of these patients 
with Bowen’s disease. 

An adequate explanation cannot be given at the 
present time but a common field of reaction of lesions 
of the female reproductive system to either hormonal 
or infectious agents or both may be postulated. 

The treatment of choice would appear to be com- 
plete vulvectomy if the lesion is intraepithelial, and 
additional bilateral lymph node dissection if infiltra- 
tion is found in the vulvectomy specimen. 

—Charles Baron. 


Inguinal Irradiation and Lymph Node Excision in 
rcinoma of the Vulva. F. Epsmyr and P. N. 
Acta chir. scand., 1961, 120: 447. 


DurING THE PERIOD 1940 to 1957, 432 patients with 
carcinoma of the vulva were treated at Radiumhem- 
met, Karolinska Sjukhuset, Stockholm, Sweden. 

This series included 138 patients who had under- 
gone excision of the inguinal lymph nodes for cancer 
of the vulva at the Department of Surgery of Karolin- 
ska Sjukhuset. One hundred and eighty-four such 
groin dissections were performed, at which metastases 
were detected in 82 per cent of cases. 

Radiation therapy appeared not to delay healing, 
as demonstrated by comparison with a series of pa- 
tients not treated with irradiation, nor was healing 
found to be delayed in patients more than 50 years 
of age. The presence of metastases appeared not to 
affect the duration of the healing process. 

Infection was very common but was as a rule 
secondary to earlier skin necrosis. 

The period of survival amounted to 5 years or more 
in 34 per cent of the patients with inguinal metastases 
and in 62 per cent of those without metastases. 

A new technique was presented, using the telecobalt 
apparatus and an “overlapping fields” technique. 
This method may give improved results from the 
clinical standpoint owing to the appreciably higher 
dose it gives in the inguinal region. Whether or not 
this new method can take the place of purely surgical 
lymph node excision remains to be seen. 

—Charles Baron. 


PREGNANCY AND COMPLICATIONS 


The Effect of Analgesia and Anesthesia on the Fetus. 
E. Fiowers, JR. Clin. Obst. G Gyn., 1960, 


WHEN PROPERLY ADMINISTERED analgesia and anes- 
thesia have no significant effect on perinatal mortality. 
This is true, however, only when there is properly ad- 
ministered anesthesia in association with proper 
obstetric practice. In the presence of obstetric difficul- 
ties, fetal distress, and prematurity, minimal analgesia 
should be used in order not to cloud the obstetric 
problem. Delivery should be accomplished with the 
least traumatic method. Careful thought should be 
given to the selection of anesthesia; when possible, 
delivery should be accomplished under local or 


pudendal anesthesia. Oxygen must be used freely. 
—Charles Baron. 


Incidence of Anomalous Development Following 
Maternal Rubella. Frank R. Locx, H. Bee Gart- 
Linc, C. Hampton Mauzy, and H. BrapLey WELLs. 
Am. F. Obst. Gyn., 1961, 81: 451. 


In 1958, a severe epidemic of rubella occurred in 
North Carolina and the authors immediately seized 
upon the opportunity to plan an extremely compre- 
hensive prospective study of the incidence of anoma- 
lous development after maternal rubella in pregnancy. 
The initial survey yielded reports from 85 physicians 
concerning 223 pregnant women who had been in- 
fected by or exposed to rubella. The field investigator 
then visited these physicians to gather all pertinent 
data. When the cases had ultimately been selected, 2 
visits were then made a year apart to 174 homes to 
interview mothers and to examine 407 children repre- 
senting 176 study subjects and 231 siblings as a com- 
parison group. 

The authors concluded that when typical rubella 
occurred in the first trimester of pregnancy, the inci- 
dence of fetal anomalies was significantly higher than 
the incidence in the comparison group of siblings. The 
frequency and severity of the anomalies apparently 
decreased inversely with the gestational age at the 
time of infection. The first 4 weeks are critical, with a 
50 per cent incidence of serious anomalies in this series. 
Serious anomalies occur in less than 15 per cent with 
gestational ages of 5 to 13 weeks and none thereafter. 

Abnormalities characteristic of the rubella syn- 
drome—congenital cataracts, heart disease, deafness, 
microcephaly, and mental retardation—were not 
found in the absence of overt disease in this study. No 
conclusions can be drawn from the present material 
relative to the effect of gamma globulin. 

Repeated examinations including special diagnostic 
techniques are required for recognition of abnormali- 
ties in infants and children. Only limited conclusions 
can be drawn from an investigation which terminates 
with children less than 1 year of age, and final con- 
clusions may depend upon findings at maturity. 

Rubella closely simulates other exanthematous dis- 
eases, and an objective technical means of diagnosis is 
needed. A comparison group, consisting of siblings of 
the study children, had a spontaneous abnormality 
rate of 5.6 per cent. — Thomas W. McElin. 


Anemias of Pregnancy. Roy G. Hotty. Clin. Obst. @ 
Gyn., 1960, 3: 921. 


THE FETUS appears to be a remarkable parasite and 
protects itself against a significant deficiency by its 
ability to selectively absorb the substances it requires, 
sometimes to the detriment of the mother. Folic acid 
and vitamin B,, deficiencies cannot be demonstrated 
in the newborn, even in association with megaloblastic 
anemia in the parent. The fetal absorption of folic 
acid may create a maternal deficiency and megalo- 
blastic anemia, yet the removal of vitamin Bj, does 
not produce a vitamin By, deficiency-type anemia in 
the host. 

Adequate nutrition during pregnancy assures the 
woman of sufficient amounts of vitamin By. and folic 
acid to prevent maternal anemia. There is no evidence 
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to indicate the routine use of either of these substances 
in dietary supplements. The average diet in this 
country contains sufficient quantities of vitamin By» 
and folic acid to provide the required amounts. 

The principal advantage of maternal iron supple- 
mentation is to protect the pregnant woman from an 
iron deficiency. The fetus withdraws approximately 
the same quantity of iron whether the mother’s hemo- 
globin is 9 or 14 gm. per cent and takes less only if 
the maternal supply is gravely deficient. The loss of 
400 to 500 mgm. of iron cannot be offset by diet alone. 
The pregnant woman should receive additional iron 
during the gestational period if her hematologic pic- 
ture is normal and for longer periods if she is anemic. 

—Charles Baron. 


The Effect of Benzydroflumethiazide on Edema of 
Pregnancy. Paut Hotcoms. Obst. Gyn., 1961, 17: 455. 


FLUID RETENTION is said to occur in 30 to 40 per cent 
of pregnant women without evidence of toxemia. The 
most probable cause of the fluid retention is disturb- 
ance in circulatory return from the lower extremities 
with possible influence of the antidiuretic posterior 
pituitary substance as a second factor. A new diuretic 
agent first appeared in 1957, and the subsequent 
chemical derivatives of this agent have proved to be 
more effective and less toxic; the latest is benzydro- 
flumethiazide. On an equivalent dose basis, this agent 
is more potent than any of the preceding diuretic 
agents. It is said to cause a greater excretion of sodi- 
um with less loss of potassium and bicarbonate than 
its chemical predecessors. The dose is 2.5 to 5 mgm., 
and up to 10 mgm. have been given without evidence 
of serious toxicity. 

Fifty women received this compound in 1 or more 
series during various stages of their pregnancy. None 
of the patients was considered to have toxemia and all 
had evidence of edema or excessive weight gain. The 
drug was given twice daily, once in the morning and 
once at noon for 1 or 2 weeks, depending upon the 
response. Courses were repeated as indicated; low-salt 
diets were given to only 15 of the 50 women. 

Response was considered excellent in 82 per cent. 
An excellent response was considered to be complete 
loss of edema as well as an adequate weight loss. Ten 
per cent of the patients had a good response, which 
was similar to the preceding, but to a lesser extent. 
The remaining 8 patients had a fair to poor response. 
The incidence of reactions was 10 per cent and con- 
sisted of weakness, nausea, and numbness of the ex- 
tremities. In 1 case of polyhydramnios there was no 
evidence of decrease in the amount of fluid after ad- 
ministration of benzydroflumethiazide. 

— James F. Donnelly. 


Etiology of Hypertension in Toxemia of Pregnancy. 
A. Hunter, Jr., and F, Howarp. 
Am. J. Obst. Gyn., 1961, 81: 441. 


PreEviousLy, the authors demonstrated a pressor sub- 
stance, hysterotonin, in the decidua and amniotic 
fluid of toxemic patients. Hysterotonin has been dem- 
onstrated to be the end product of an enzyme, which 
is probably localized in the decidua, acting upon a 
protein in the amniotic fluid or blood. It is a heat- 
stable polypeptide, not blocked by adrenergic block- 
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ing agents and it possesses an oxytocic effect on the 
uterine muscle. 

The authors now progress a step further and state 
that the finding of a pressor substance in the amniotic 
fluid and decidua of toxemic patients does not fully 
explain the maternal hypertension unless a pressor 
substance can be demonstrated in the maternal cir- 
culation. In the present report, evidence of a heat- 
stable pressor agent occurring in the plasma of pre- 
eclamptic women is presented. In eclampsia there 
seem to be 2 pressor substances, 1 is heat-stable and 
has many of the same pharmacologic properties of 
hysterotonin, and the other is heat-labile and has 
many characteristics of the renin-like pressor system, 

The increased frequency of toxemia in patients with 
multiple pregnancy, large babies, diabetes, hydatid 
mole and abruptio placentae, and in conditions with 
pre-existing vascular disease is well known. Frequent- 
ly associated with these clinical entities are several 
mechanisms which may be contributing to 1 common 
factor observed in toxemia—uterine hypoxia. 

The authors believe that hypoxia is the underlying 
common denominator responsible for the release of 
hysterotonin in the uterus in pregnancy. The hyper- 
tension of toxemia of pregnancy is due to these pressor 
substances in the maternal circulation. They state 
that direct evidence that decidual hypoxia precedes 
the elaboration of the pressor substance, hysterotonin, 
is difficult to demonstrate. Although lowered oxygen 
saturation levels in the intervillous space do not “‘pin- 
point” hypoxia as being a primary or secondary 
factor, the evidence is suggestive. 

One of the most direct pieces of evidence of the role 
of hypoxia in the production of hysterotonin is the 
significant fall in maternal arterial pressure upon the 
reduction of an increased amniotic fluid pressure. 
This phenomenon probably is due to cessation of the 
release of hysterotonin from the uterus because of 
improved uterine oxygenation. The uterine blood 
flow is inversely related to the myometrial tone—in- 
creased myometrial tone results in a decreased uterine 
blood flow. Conversely, the diminished amniotic fluid 
pressure secondary to amniocentesis results in a rela- 
tive uterine hyperemia with a fall in the maternal 
blood pressure. Increased intrauterine pressure is not 
universal in toxemia, however, and the uterine ische- 
mia of these cases is probably the result of extrauterine 
factors which affect uterine oxygenation. 

The authors believe that hypoxia is the primary 
alteration in initiating the formation of hysterotonin 
in the decidua in toxemia of pregnancy. With the 
release of this pressor substance into the maternal 
circulation, vasoconstriction, the pathophysiologic 
phenomenon which we recognize as being character- 
istic of toxemia is produced. — Thomas W. McElin. 


Cardiac Arrest in Obstetrics. Enwin M. Gotp, HAROLD 
JAcosziner, JEAN PaKTer, and Martin L. Srone. 
J. Am. M. Ass., 1961, 175: 1065. 


C.arDIAC ARREST as a cause of maternal death in New 
York City increased from 2.3 per cent of maternal 
deaths in the 1953 to 1958 period to 9.5 per cent for 
the year 1959. Detailed analysis of hospital records of 
7 authenticated cases of cardiac arrest revealed that 
possible etiologic factors included multiple drug ther- 


ap) 

qui 

anc 

A) 

TE 

Ki 

col 

ha 

an 

res 

in’ 
nit 

TI 

| Ti 
fet 

or 

re 

al 

to 

ce 

ti 

hi 

fo 

E 

| 

i 


SURGERY OF THE FEMALE REPRODUCTIVE SYSTEM 163 


apy in premedication, hypotensive influence of tran- 
quilizing ataractics, prolonged labor, severe anemia, 
and acute unreplaced blood loss. —John R. Wolf. 


A Preliminary Report on the Use of Malmstrém’s 
Vacuum-Extractor. VincENT Tricom1, Leo Amo- 
rost, WILLIAM GoTTSCHALK. Am. 7. Obst. Gyn., 1961, 
81: 681. 


Tue MALMSTROM VACUUM EXTRACTOR was used at 
Kings County Hospital, Brooklyn, New York to ac- 
complish delivery in 51 patients. It was not used to 
hasten full dilatation or to overcome inertia. 

Maternal complications were almost nonexistent 
and were limited to mild episiotomy extensions. Fetal 
results cannot be judged because so few cases were 
involved. 

The authors describe the instrument and the tech- 
nique for its application and traction. 

—M. Leon Tancer. 


The Mechanism of Rhesus Isoi ization. GEORGE 
Know, SHEILAGH Murray, and WILL1AM WALKER. 
J. Obst. Gyn. Brit. Commonwealth, 1961, 68: 11. 


THE AUTHORS point out that immunization to the 
fetal Rh factor in an Rh negative mother must occur 
only in women who have been previously sensitized. 
The records of the first pregnancies of 44 women who 
revealed evidence of immunization in their second 
pregnancies were reviewed. Forty-four controls were 
also reviewed. 

The former group revealed increased incidences of 
toxemia, placental abnormalities, and surgical pro- 
cedures, thought to disturb the choriodecidual junc- 
tion. If a causal relationship is thought to exist, about 
half of the Rh sensitizations may thus be accounted 
for. —M. Leon Tancer. 


Exsanguinotransfusion with Heparinized Fresh Blood 
(Notre expérience de lexsanguino-transfusion du 
nouveau-né pour incompatibilité rhésus). J. Boy, G. 
ee and J. Laurain. Rev. fr. gyn. obst., 1961, 56: 


Tus sER1ES of 70 exsanguination transfusions (ET) is 
reported from the Blood Transfusion Center and the 
Obstetrical Clinic of the Reims Hospital, Reims, 
France. The first 13 exsanguination transfusions of 10 
infants were carried out with citrated blood which was 
discontinued after 2 deaths and a host of minor and 
major complications. The remaining 57 exsanguina- 
tion transfusions on 44 infants were performed with 
heparinized fresh blood and there were no deaths and 
no major complications. 

Indications for ET are based on clinical and bio- 
logic criteria. History of previous hemolytic accidents 
is very important in the assessment of further pregnan- 
cies, and titration of abnormal agglutinins should be 
interpreted in function of the clinical history. Ex- 
perience shows that immunization due to Rh incom- 
patibility as the result of a previous transfusion is 
particularly severe. ‘The Coombs test should be made 
at several dilutions and interpreted together with 
serum indirect bilirubin. If the latter is 20 mgm. per 
cent or above, an ET should be given, even though 
the Coombs test is negative and clinically the hemoly- 
sis is not due to immunization, because of the toxicity 


of the bilirubin. More important than the total 
amount of bilirubin, is the rapidity of its increase and 
the early onset of jaundice, which should be enough to 
indicate an ET. 

As for the technique, the authors warn about deep 
introduction of the catheter, which could be pushed 
into the splenic vein. A large quantity, 800 to 900 
c.c., of isogroup ABO Rh-negative blood has been 
used lately since it was believed that Rh blood was 
responsible for the occurrence of delayed anemia. 
With citrated blood only 400 c.c. could be adminis- 
tered because of the onset of cardiorespiratory dis- 
turbances. Heparinized blood, 25 mgm. of heparin/ 
500 c.c. of blood, is given soon after it is collected; this 
method prevents toxic and traumatic changes of the 
blood elements. Protamine, 50 mgm., is injected at 
the end of the ET through the same catheter. One of 
the drawbacks of this simple and practical method is 
that the blood of the same group should be used. With 
the large quantity of blood employed, the need of re- 
peating the ET has been considerably lessened. 

— Michele A. Chiechi. 


LABOR AND COMPLICATIONS 


X-Ray Pelvimetry. Tuomas S. R. Train, 7. Obst. Gyn. 
Brit. Commonwealth, 1961, 68: 94. 


For MANY YEARS, in the Cresswell Maternity Hos- 
pital, Dumfries, Scotland roentgen-ray pelvimetry 
has been carried out in all primigravidas and also 
in the multiparas who give a history of dystocia in 
previous labors. The roentgenograms of 2,000 un- 
selected and consecutive primigravidas have been 
reviewed with a view to discovering the average 
pelvic measurements and the incidence of contracted 
pelvis. 

The series was divided into social groups: the general 
patients for whom hospital accommodation is pro- 
vided free of charge and the amenity patients who pay 
a proportion of the cost of the hospital bed. 

The average true conjugate of 11.5 cm. obtained 
in this series is comparable to that obtained by other 
workers. The incidence of contracted inlet was 2.5 
per cent and that of contracted outlet was 2 per cent. 
Generally, contracted pelvis was uncommon, oc- 
curring in 0.2 per cent. 

The platypellic type of pelvis was more uncommon 
among the brim contraction group. 

The size and shape of the pelvis are largely de- 
pendent on the diet during adolescence. This is a 
reasonable hypothesis since the ossification of the 
pelvic bones is not complete until the twenty-fifth 
year of life. 

Hereditary factors controlling height and physical 
configuration play a part in the shaping of the pelvis 
but the relationship between height and body 
configuration and shape and size of the pelvis is so 
variable that, although small stature and hirsutism 
indicate a possibility of pelvic contraction and android 
configuration, it is by no means possible to pick out 
an individual patient under 5 feet in height and state, 
categorically, that that particular patient must have 
a contracted pelvis. 

Comparison of the pelvic size in the two social 
groups shows that the average pelvic dimensions were 
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approximately the same. The striking difference 
appears when we compare the incidence of contracted 
inlet and outlet, the incidence being much higher 
in the “general” group. It is suggested that the higher 
perinatal mortality rate among the lower social groups 
is due, not only to poor nutrition and low standards 
of living during pregnancy, but also to the higher 
incidence of pelvic contraction which is the legacy 
of the poor nutrition of the mother during early 
life. 

The pubovertebral angle was found to have no 
apparent relationship to the position of the fetal head 
at term. —Harry Fields. 


The Use of Oxytocin and Vasopressin in Obstetrics 
and Gynecology. THomas F, Ditton. Clin, Obst. & 
Gyn., 1960, 3: 989. 

POSTERIOR PITUITARY COMPOUNDS are divided into two 
principal chemical groups according to physiologic 
activity. Oxytocin represents one chemical group and 
is identified with the galactorrheic factor and oxytocic 
activity of the pregnant uterus. Vasopressin repre- 
sents the other known chemical group and is asso- 
ciated with pressor, antidiuretic, chloruretic, peristal- 
tic, and hyperglycemic responses and with contractile 
influences on the nonpregnant uterus. 

Side effects that can occur involve mainly the 
cardiocirculatory system as the result of the vaso- 
constrictor activity of vasopressin or the slight vaso- 
pressin-like actiun inherent in the oxytocin molecule. 

Oxytocin manifests its principal physiologic ac- 
tivity, i.e., the oxytocic effect, on the pregnant uterus. 
This hormone may be utilized therefore for induction 
or stimulation of labor, for stimulation of milk let- 
down, and to control uterine contraction postpartum, 
after cesarean section, in abortion states, and in other 
special situations such as hydatidiform mole. 

Oxytocin may be administered intravenously, 
transbuccally, or intramuscularly. The intravenous 
route represents the over-all method of choice. 

Vasopressin represents an efficient hemostatic 
agent, and its use is indicated for surgical procedures 
on the uterus and genital tract. Local fractional injec- 
tion of small amounts into the operative field de- 
creases blood loss. —Charles Baron. 


Transbuccal Pitocin; A New Method for the Induc- 
tion of Labor. Raymonp D. Rice and Ratpu C. BEn- 
son. Obst. Gyn., 1961, 17: 297. 


ONE HUNDRED AND TWELVE OBSTETRIC Clinic patients 
were chosen for induction of labor at or near term. 
Both patients with normal pregnancies and those 
with abnormal pregnancies were included. 

Pitocin tablets containing 200 U. per lozenge were 
placed in the maxillary cheek pouch in gradually in- 
creasing doses until labor ensued. This required ap- 
proximately 2.5 hr. The average total dose necessary 
to induce labor was 2,100 U. in this series. 

Labors of 76 per cent of the gravidas at term were 
induced successfully by this method. 

Only one major complication occurred: the neo- 
natal death of a 4 lb. 10 oz. premature infant after 
labor was induced supposedly at term. The death was 
secondary to intracranial hemorrhage confirmed at 
autopsy. 
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The transbuccal administration of pitocin is safer, 
simpler, and more acceptable to the patient and 
physician than previously used routes of administra- 
tion. 

The transbuccal use of pitocin as a means for the 
induction of labor in outpatients is condemned. 

—Charles Baron. 


Kielland’s Forceps Rotation in the First Stage of La- 
bor. Humpurey ARTHURE and J. M. Howmes. 7. Obst. 
Gyn. Brit. Commonwealth, 1961, 68: 82. 


AN OCCIPITOPOSTERIOR POSITION of the vertex may 
cause prolonged and painful labor, sometimes ending 
in a difficult forceps delivery and occasionally in 
cesarean section, even though the pelvis is adequate 
for a normal delivery with an occipitoanterior posi- 
tion. 

At Queen Charlotte’s Maternity Hospital, London, 
England in 1956, 1957, and 1958 there were 161 cases 
of labor lasting more than 48 hours. In 78.3 per cent 
of these, the fetal head was occipitoposterior at the on- 
set of labor. In 79 cases the head had failed to rotate 
to the anterior position at the end of the second stage. 
Although the posterior position cannot be blamed for 
all cases of prolonged labor this is, nevertheless, such a 
common association that it clearly has a marked effect 
upon the efficiency of the uterus and is the main cause 
of so-called inco-ordinate uterine action. 

Failure of internal rotation may be due to failure of 
the head to descend as far as the pelvic curve. A nar- 
row transverse diameter of the pelvis may prevent 
rotation, and the rotation force is weak when the pel- 
vis has only a slight curve. Thus a persistent occipito- 
posterior position is commonly seen with an anthroid 

Ivis. 

Expulsion of the head from the birth canal with the 
occiput posterior is more difficult than with the occi- 
put anterior because the occipitofrontal diameter of 
the fully flexed head instead of the suboccipitofrontal 
diameter has to come through the vulva, and because 
the wider biparietal diameter emerges posteriorly. 
This results in arrest of the head or marked distention 
of the pelvic floor with the risk of severe lacerations 
extending into the rectum. Rotation of the head, 
spontaneously or by manual or forceps assistance, will 
permit extension of the head around the forward con- 
cave curve of the lower birth canal. Easy vaginal de- 
livery is then usually achieved. 

Attempts to correct an occipitoposterior position 
during the antenatal period are not recommended 
but, early in labor, before the head has engaged, the 
fetal back is encouraged to rotate to the front if the 
patient lies in the Sim’s or semiprone position on the 
side opposite to the fetal back. The patient may ex- 
perience considerable relief of pain when this position 
is adopted. 

In the belief that rotation of the head would ac- 
celerate dilatation of the cervix when the first stage is 
prolonged, one of the authors has practiced rotation of 
the head with Kielland’s forceps when the cervix is 
less than half dilated. 

The authors concluded that Kielland’s forceps ro- 
tation may be attempted in the first stage of labor 
when there is undue delay, but it is not recommended 
as a routine method of management of the occipito- 
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terior position in prolonged labor. Nevertheless, 
correction of the occipitoposterior position does ap- 
pear to overcome the so-called inco-ordinate uterine 
action and to effect rapid cervical dilatation. 

When there is a delay in the second stage of labor, 
delivery will always be easier if the occiput is first 
rotated to the front, whether the head is high in the 
cavity or on the pelvic floor. —AHarry Fields. 


Compound Presentations, WittiAM Sweeney III and 
RosertT CHARLES Knapp. Obst. Gyn., 1961, 17: 333. 


A COMPOUND PRESENTATION can be defined as either 
a vertex presentation with one or more prolapsed 
extremities or a breech presentation with one or both 
prolapsed arms. Not included under this definition 
are footling breech or shoulder presentations. This 
complication is most apt to occur if the presenting 
part does not fill the pelvis, a condition found in cases 
of twinning, prematurity, or high presentation with 
ruptured membranes. 

At The Women’s Clinic of the New York Hospital, 
New York, the incidence of compound presentation 
was | to 1,293 deliveries. On the basis of experience 
gained from the management of 74 cases in the past 
28 years, the authors conclude that the best treatment 
is watchful waiting with no manipulation of any kind. 
In most cases, the prolapsed extremity slips back as 
full cervical dilatation is reached and the presenting 
part descends. Replacing a prolapsed extremity is 
unnecessary and adds to the total risk. Version and 
extraction are reserved for cases of a second twin 
with prolapsed cord. Cesarean section is selected only 
when a second complication is present, such as 
prolapsed cord, fetal distress, or contracted pelvis. 

—Lester T. Hibbard. 


PUERPERIUM AND COMPLICATIONS 


Relation of Epileptic Symptoms to Pregnancy, De- 
livery, and Puerperium. Hunmar and 
Pentti A. JARVINEN. Ann. chir. gyn. fenn., 1961, 50: 49. 


THE FREQUENCY of epilepsy associated with pregnancy 
is stated to be between 0.1 and 0.4 per cent. It is diffi- 
cult to ascertain some of the real problems associated 
with epilepsy during pregnancy, in that most series 
appearing in the literature on this subject are small. 
There seems to be considerable disagreement as to 
whether the epileptic state becomes worse during 
pregnancy and/or whether the epileptic state and its 
etiologic background in any way influence the preg- 
nancy. The epileptic state in some patients appears to 
be worsened by pregnancy. In others, however, either 
no change has been noted or improvement has oc- 
curred, 

A total of 149 cases from the Hesperia Hospital, 
Helsinki, Finland, were examined, beginning in 1952. 
Of these, 53 were excluded for various reasons, mostly 
because the epilepsy did not occur until a year after 
the last pregnancy, others because the seizures were 
not typically epileptic in nature. The remaining 96 
cases were classified with respect to severity: 10 per 
cent were considered severe, 73 per cent were classed 
as medium, and 17 per cent as slight. It was found 
that 62 per cent of the patients had epilepsy prior to 
pregnancy, in 10 per cent the disease developed during 


intervals between pregnancies, and in 28 per cent the 
epilepsy became manifest during pregnancy, delivery, 
or the puerperium. This latter figure seems high, es- 
pecially in view of the actual time involved. In 
general, epilepsy appeared to worsen at any time dur- 
ing pregnancy, although this was more manifest in the 
latter months of gestation. For instance, 28 per cent of 
the patients showed clear-cut deterioration during the 
pregnancy and another 18 per cent showed ques- 
tionable worsening at this time. There was a clear 
correlation noted between worsening of the epileptic 
state and the clinical seriousness of the disease. 

Of those patients considered to have a serious de- 
gree of epilepsy 70 per cent grew worse, an additional 
10 per cent appeared somewhat worse, and no 
changes were noted in the remaining 20 per cent. In 
the group of patients classed as having medium de- 
grees of epilepsy only 42 per cent grew worse and 40 
per cent showed no evidence of change. In the pa- 
tients with slight degrees of epilepsy this trend became 
even more marked. 

There were no maternal deaths in this series and the 
perinatal mortality was considered standard for the 
hospital. The incidence of cesarean section was higher 
than normal, reaching 12 per cent. Three of the opera- 
tions were performed for the epileptic state and 2 for 
obstetric indications. The incidence of prematurity 
was 6 per cent in those epileptics who showed evidence 
of becoming worse in contrast to 3 per cent in those 
patients who showed no evidence of increasing sei- 
zures. The incidence of toxemia of pregnancy, includ- 
ing all cases, was twice as high as usually encountered 
in the clinic. When the epileptics were considered 
from the viewpoint of the etiologic factors, those pa- 
tients with organic epilepsy appeared to show greater 
deterioration than the other patients. Of particular 
interest was the fact that about 10 per cent of the cases 
of epilepsy developed in the puerperium or within 2 
months of delivery. It is suggested that perhaps these 
cases may be related to thrombosis of the cerebral ves- 
sels. 

No data were developed to indicate whether or not 
worsening of the epilepsy was of a permanent nature. 
Previous studies indicate that approximately 8 per 
cent of epileptic patients showed permanent worsen- 
ing. There appears to be no way to predict which pa- 
tients will become permanently worse if allowed to 
continue with pregnancy. — James F. Donnelly. 


Suppression of Postpartum Lactation and Preven- 
tion of Breast Engorgement in Nonnursing Moth- 
ers. Doucias H. Barns. Am. 7. Obst. Gyn., 1961, 81: 
539. 


A DOUBLE-BLIND STUDY of 100 women was undertaken 
to determine the efficacy of the administration of one 
injection of 2 or 3 ml. from 4 ml. vials containing 90 
mgm. of testosterone enanthate and 4 mgm. of estra- 
diol valerate in preventing postpartum lactation and 
breast engorgement in nonnursing mothers. 

An additional 52 patients were added to the orig- 
inal study to determine the effect of an increased 
dose, 4 ml., and of a more prompt administration, 
immediately after the third stage of labor, of testos- 
terone enanthate and estradiol valerate in controlling 
the postpartum breast manifestations. 
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The only undesirable manifestation after the intra- 
muscular administration of this hormone preparation 
appeared to be a localized reaction to the prepara- 
tion and this occurred only after the 4 ml. dosage. 

One single injection of either 3 or 4 ml. of testos- 
terone enanthate and estradiol valerate appeared to 
be an adequate dose for satisfactory control of breast 
engorgement and lactation in approximately 90 per 
cent of nonnursing postpartum women. 

—Alan Rubin. 


NEWBORN 


New Results of Studies on the Effect of Respiratory 
Stimulants in Newborns (Neue Untersuchungsergeb- 
nisse ueber die Wirkung atmungsanregender Medika- 
mente auf das Neugeborene). Ertcu Satine. Geburtsh. 
& Frauenh., 1961, 21: 237. 


AN INCREASE in pulmonary ventilation is not often the 
primary target in the treatment of respiratory depres- 
sion in the newborn. It is useless to achieve greater 
thoracic expansion by means of stimulants if the 
respiratory surface and the minute volume of blood 
circulation in the lungs are not also improved. 

The author has developed a technique of umbilical 
artery catheterization in order to evaluate oxygen 
saturation, and of congo red dye injection into the 
pulmonary artery in order to measure velocity of 
blood flow. It was, first of all, obvious that the change 
from fetal to postnatal blood circulation was not sud- 
den at all, but developed gradually over several hours. 
It also appeared that “‘lobeline,” pentylenetetrazol, or 
a newer drug “micoren” when injected in the new- 
born seemed to constrict the pulmonary vessels and 
the ductus arteriosus, raise the pressure in the pul- 
monary artery, increase the velocity of the blood 
stream, and decrease alveolar contact time and oxy- 
gen saturation. The short term temporary improve- 
ment from these drugs does not seem to offset the 


deleterious long range effects. If the drug has to be 
given, adequate oxygen supply is absolutely necessary 
and will decrease the vasoconstriction. In general, 
however, these drugs should be avoided during the 
first few days of life in the infant. 

—W. Dieter Bergman. 


Imperforate Anus from a Roentgenologic Viewpoint, 
OLIveR WinsLow, RIcHARD Litt, and NALD ALT- 
MAN. Am. 7. Roentg., 1961, 85: 718. 


THE AUTHORS review the embryology and classifica- 
tion of imperforate anus. It is one of the most com- 
mon major congenital anomalies and occurs once in 
every 5,000 births. Considerable discussion is made 
concerning the upside down roentgenogram as an aid 
in differentiating the high from the low types of ob- 
struction. In general the discrepancies between the 
surgical findings and roentgenographic findings have 
been in overestimating the distance between the rectal 
pouch and the exterior. Perhaps this is caused by im- 
pacted bowel content or by examinations being per- 
formed before air has had the opportunity to reach 
the colon. 

Most lesions can be accurately diagnosed by clin- 
ical observation at the time of birth. In the female in- 
fant there is no need for inverted roentgenograms 
since those infants with vestibule fistulas have low 
type lesions. If no fistula can be seen, operation from 
above is advised because of the probability of a high 
rectovaginal or rectovesical fistula. Frequently the 
outcome of the case will be determined by the asso- 
ciation of other congenital anomalies or prematurity. 
After operation, excretory urography and voiding 
cystography are recommended to demonstrate con- 
genital anomalies of this contiguous system. In more 
than one-third of the cases in the current series there 
were associated abnormalities of the urinary tract. 
Thirty-one cases seen in the Miami area are reviewed. 

—Frank R. Hendrickson. 
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PROSTATE AND SEMINAL VESICLES 


Hyrntschak Prostatectomy: Experiences with 300 
Consecutive Cases. Warwick Macky. Brit. 7. Urol., 
1961, 33: 19. 


THE AUTHOR REPORTs his experiences in the perform- 
ance of 300 consecutive Hyrntschak prostatectomies. 
There was a mortality rate of 5 per cent, 15 patients, 
and of these 15, 3 died of the direct effects of oper- 
ation, 2 died of hemorrhage, and the third of an in- 
fected extravesical hematoma and pelvic peritonitis. 
The main advantage of the Hryntschak operation 
is the good means of control of bleeding by the place- 
ment of deep transverse stitches across the bladder 
neck over a urethral catheter, thereby closing off the 
bladder neck about it. Primary closure of the bladder 
is performed by a deeply placed inverting pursestring 
stitch through the opened bladder wall. Improved 
control of primary and secondary hemorrhage from 
the depths of the prostatic fossa, controlled by the 
Hryntschak stitches, does not interfere with the nor- 
mal mechanism of contraction of the prostate capsule 
nor does it result in tissue sloughing. The author 
recounts his precise technique and _ postoperative 
management in detail. —David Rosenbloom. 


PENIS 


Hypospadias and Its Treatment (Algunas considera- 
ciones acerca del hipospadias y de su tratamiento). 
ELEUTERIO PERAL ARANDA. Arch. espan. urol., 1960, 15: 
113. 


Arter a brief discussion of the embryologic aspects of 
hypospadias, and omitting etiopathogenic hypotheses, 
the author reviews the surgical procedures devised for 
its correction. 

A fundamental item in the plastic correction of 
hypospadias is the formation of a neourethra. The 
author recommends formation of a urethral tube as 
the best anatomic approach. He makes two parallel 
incisions surrounding the hypospadic meatus, forming 
a U outlining the central tract. The margins are 
slightly undermined to permit suture without traction 
and are then united with interrupted sutures of 
perlon No. 000 to form a new urethral lumen. The 
bleeding surface is covered with skin from the previ- 
ously dissected margins and united by a central suture 
of fine silk. This suture is reinforced with stitches pass- 
ing in U shape, protected by a piece of rubber or 
plastic material, and the knots are tied loosely so as 
not to interfere with circulation. These stitches re- 
place plastic spheres and aluminum tubes. When the 
hypospadias involves the upper third, the author uses 
the Ombredanne procedure, employing the previ- 
ously divided skin over the prepuce to cover the 
bleeding surface. This leaves only some winglike 
sections on the margins which can be resected in a 
second stage. The hood of the prepuce should never 
be resected since it may be needed for plastic pro- 
cedures. It is not sufficient to depilate simply the skin 
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to be used for the neourethra. The author recommends 
electrocoagulation for depilation. In 1 case a calculus 
formed about a ball of hair and required extraction 
and later roentgenotherapy. 

Operation is best delayed until the tenth or twelfth 
year, depending upon the bodily development of the 
patient. It is unwise to operate earlier because the co- 
operation of the patient is of great importance. 
Parents and teachers can help to combat an inferiority 
complex and explain to the child that a slight opera- 
tion at a later date will restore normal conditions. 
Psychic preparation of the patient is considered 
fundamental. 

Finally the tube of perineal derivation, once placed 
in position, is fixed to the skin with one or two sutures 
to prevent displacement or is held fast by means of 
adhesive plaster to each inguinal region. A strip of 
vaseline-coated gauze may be fastened about the 
penis with adhesive. Success depends primarily on 
postoperative vigilance. Ninety per cent of fistulas are 
caused by obstruction of the tube or intolerance to it, 
which may give rise to vesical contractions, especially 
in nervous children, with resulting escape of urine 
through the urethra and wetting of the dressing. 
Restless children should be given largactil tablets for 
the first 3 or 4 days. The stream is copious at first but 
gradually becomes regularized. 

Twenty-one case histories are presented illustrating 
the frequent familial incidence and the associated 
anomalies. In 17 of the 21 cases results were excellent, 
in 2 fair. In 5 of the 17 successfully treated patients 
small fistulas required secondary operation. 

—Edith Schanche Moore. 


Carcinoma of the Penis (Das Peniskarzinom). J. WEt- 
LAUER and M. S. pEL Buono. Schweiz. med. Wschr., 
1961, 91: 228. 


Carcinoma of the penis is a rare disease. It is most 
commonly seen in men of 60 to 70 years of age. An 
important predisposing factor is phimosis and chronic 
irritation. It practically never occurs in ritually 
circumcised individuals. Clinically, carcinoma of the 
penis produces minor symptoms. There may _ be 
penile pain, ulceration, or the appearance of a tumor. 
The primary site of the tumor varies statistically 
according to the author. Kaufman found 66 per cent 
of penile cancers in the prepuce. In Barnes’ series 
69 per cent started from the glans penis and in Nicho- 
lini’s cases the most common site was the coronary 
sulcus near the frenulum. The incidence of local 
lymph node involvement seems to depend on the 
site of the original tumor. Cancers originating in 
the prepuce showed a 75 per cent involvement of the 
lymph nodes; this increased to 85 per cent if the tumor 
originated in the glans penis and the prepuce, to 
90 per cent when the glans penis only was involved, 
and to 95 per cent when the major portion of the 
penis was involved by tumor. If the tumor invaded 
the scrotum as well, metastases were present in 100 
per cent of the cases. 
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Cancer of the penis can be treated surgically, by 
radiation, or by a combination of the two. Surgical 
treatment will range from simple excision of the tumor 
to partial or total amputation of the penis and to 
complete emasculation with excision of the regional 
lymph nodes. The tumor can be irradiated with 
radium, with roentgen rays, or with a high voltage 
apparatus. All combinations of these forms of treat- 
ment have been advocated in the literature. 

Through the years 1926 to 1959 in the Canton 
hospital of Zurich, 46 patients with penile carcinoma 
were treated. Twenty-two of these were treated in 
the surgical department and 24 in the radiologic 
clinic. The average age was 59 years. The youngest 
was 29 and the oldest 84 years old. 

The predisposing factor in carcinoma of the penis 
is undoubtedly phimosis. To this can be added 
chronic balanitis, condyloma acuminatum, leuko- 
plakia, and erythroplasia. The disease was present 
for 8 to 11 months before the diagnosis was made. 
The spread to regional lymph nodes is common, 
but distant metastases are rare. Twenty-two patients 
were treated surgically, 8 patients were treated 
entirely by radiation, and 16 were given combined 
therapy. —S. Richard Muellner. 


SCROTUM AND TESTES 


Familial Type of Undescended Testis and its Malig- 
nant Degeneration (Ein Beitrag zum familiaeren 
Vorkommen von Lageanomalien der Hoden und 
maligner Entartung). H.-J. Rosster. Zbl. Chir., Leip- 
zig, 1961, 85: 2160. 


IN NEWBORN Boys testes are found in the scrotum. 
Maldescent of the testis is found in 1 to 5 per cent of 
boys. On the other hand, in young men of 21 years of 
age, the incidence of undescended testis is 0.5 to 1 per 
cent, which suggests that many of these testes descend 
spontaneously before puberty. The incidence of malig- 
nant degeneration of the undescended testis is said to 
be 10 to 50 times higher than in those which are 
normally located. According to Bary, malignant de- 
generation in an undescended testis is 150 to 200 
times greater. It is said to be 10 times more common 


in testis retained in the abdomen as compared to 
those which are incarcerated in the inguinal canal. 
A case of a man 33 years old is presented who had an 
undescended right testis and right lower quadrant 
pain. He was the father of 3 sons. One son was born in 
1948 and 2 sons, twins, were born in 1950. All 3 boys 
had cryptorchism. On physical examination a move- 
able mass the size of a small apple was found in the 
right lower quadrant. Exploratory laparotomy re- 
vealed the mass to be a malignant testicular tumor in 
an abdominally retained testis which on histologic 
section proved to be a seminoma. The Aschheim- 
Zondek test and the 17-ketosteroid excretion in a 24 
hour urine specimen were determined in the patient 
and in his 3 sons. Normal values were obtained in all. 
The familial nature of cryptorchism and the tend- 
ency of an abdominal testis to become malignant are 
demonstrated in this case. —¥S. Richard Muellner. 


Malignant Tumors of the Testis (Sui tumori maligni 
del testicolo). C. VALDAGNI and R. PEpRott1. Minerva 
Med., Tor., 1961, 52: 6. 


DurinG THE PERIOD 1953 to 1959, 40 patients with 
malignant tumors of the testis were treated at the 
Department of Radiology of the Cancer Clinic of 
Borgo Valsugana, Trento, Italy. These tumors 
represented 1.5 per cent of a total of 2,702 malignant 
tumors from all locations seen during the same period 
of time in that institution. All patients had had a 
previous orchiectomy and cobalt teletherapy was 
instituted postoperatively as a complementary step 
for the prevention of delayed metastases. Doses of 
3,000 to 3,500 r, administered in several cycles, were 
given, using two simultaneous, opposite, anteroposte- 
rior ports along the presacral and aortic lymphatic 
chains. The results obtained for periods of observa- 
tion ranging from 1 month to 6 years were as follows: 
Of the 31 patients with seminomas, 16 were alive and 
free from metastases, 1 was alive but with metastases, 
and 14 were dead. In the teratoma group 3 patients 
were alive and well, 1 showed presence of metastases, 
and 5 were dead. In the patients who died despite 
the treatment, good palliation was observed with 
decrease or loss of pain. —Riccardo Benvenuto. 
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SURGERY OF THE GENITOURINARY TRACT 


KIDNEYS AND URETERS 


Clinical Experience with the Radioactive Iodopy- 
racet, Diodrast, Renogram in Pediatric Subjects. 
Morris Ferre, and J. Oxiver. Pediatrics, 
1961, 27: 441. 


As AN ADDITION to the several available diagnostic 
methods for investigating the urinary tract in chil- 
dren, the authors recommend the renogram with 
radioactive iodopyracet, diodrast, based upon meas- 
urement of the accumulation and excretion of the test 
material from the kidney areas by external monitor- 
ing. The major portion of the dye, 83 per cent, is 
secreted by the proximal tubules, the balance by 
glomerular filtration. This differentiation is not 
important, since the purpose of the test is transporta- 
tion to the kidney and accumulation in the urine of 
the injected material. There is also unimportant trap- 
ping of a small amount of the dye in extrarenal sites 
such as the liver. 

The procedure, with positioning of the patient and 
approximation of gamma ray scintillation counter 
probes against previously outlined kidney positions, is 
discussed. Patterns of the radioactive iodopyracet 
renograms are illustrated. There are 3 characteristic 
phases. The A phase, or vascular spike, indicates the 
entrance of radioactive material into the renal vascu- 
lar channels. The B phase indicates accumulation of 
the radioactive material in the renal parenchyma and 
tubular urine. The C phase, or excretory segment, 
indicates the progressive elimination of the radio- 
active material from parenchyma and pelvis as the 
urine passes distal to the monitoring probes. 

A summary of results in 20 pediatric patients is 
presented. In group 1 there were 6 cases interpreted as 
normal by both renogram and other diagnostic 
methods. However there were 4 of these patients in 
whom the composite clinical picture indicated 
nephritis. The other 2 were hypertensive. In another 
group of 5 patients, the renogram showed abnormali- 
ties although the intravenous urograms were normal. 
These patients were all nephritic. In a third group of 
9 patients, localization of renal disease by renogram 
was confirmed by other methods. 

This study implies essentially that the renogram is 
particularly useful in defining lesions associated with 
diminished vascular flow to 1 kidney. The intravenous 
urogram may appear normal in such patients, yet a 
significant abnormality may be found in the vascular 
spike, phase A. At present this method of study is not 
an adequate substitute for an aortogram. It appears 
justified for inclusion as an integral part of evaluation 
of children with unexplained hypertension. 

—Allan K. Swersie. 


Experimental Hydronephrosis, Duncan E. Govan. 
» Urol., Balt., 1961, 85: 432. 


Tur pRoBLEM of hydronephrosis was studied by con- 
structing bladder pouches bilaterally in mongrel dogs. 
This maneuver permitted the collecting of urine from 
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each kidney independently after ureteral ligation for 
varying periods of time. Morphologic and functional 
response of a dog’s kidney to ligation of 1 ureter was 
observed and the changes which took place after the 
removal of the obstruction were also noted. 

After the release of unilateral ureteral obstruction 
the only hydronephrotic kidney which functioned 
normally was that kidney which had been obstructed 
for 4 days. Kidneys obstructed for 7 or more days 
had an extremely limited functional state. Functional 
disuse atrophy did not occur, but a fixed functional 
state persisted. Morphologic disuse atrophy did not 
occur in kidneys obstructed for 56 days and allowed 
to repair for 63 to 114 days. 

Acute hydronephrosis should be treated expedi- 
tiously, since irreparable damage, functional and mor- 
phologic, occurs if total obstruction is present for 7 
or more days. The functional activity of a hydrone- 
phrotic kidney is correlated with the size of the renal 
mass and the microscopic appearance of the urine. 
Preoperative renal biopsies and divided kidney func- 
tion studies are suggested as correlated procedures to_ 
determine what might be expected of a kidney after 
operation for obstruction. —Paul R. Leberman. 


Transposition of Lower Polar Vessels: An Operative 
Approach to Hydronephrosis. WiLHELM Brosic and 
ARNE-ANDREAS Kotiwitz. 7. Urol., Balt., 1961, 85: 
453. 


HyDRONEPHROsIS caused completely or in part from 
aberrant lower polar vessels may be based on embry- 
ologic, developmental, rotational, or neuromuscular 
causes. In search of a parenchyma-conserving opera- 
tion, 4 cases were studied in which the vessels were 
mobilized from the renal pelvis and placed at a higher 
level and close to the main artery. 

The lower pole of the kidney was mobilized and 
fixed to the eleventh and twelfth ribs. The uretero- 
pelvic junction was then inspected and repaired if 
necessary. —Puul R. Leberman. 


Bilateral Nephrolithiasis (Indikation zur Operation bei 
doppelseitiger Nephrolithiasis). J. Brecuer. Schweiz. 
med. Wschr., 1961, 91: 141. 


THE AUTHOR REVIEWS the cases of 62 patients with 
bilateral nephrolithiasis treated at the University 
Hospital in Zurich, Switzerland. Kidney stones, 
through obstruction and accompanying infection, can 
lead to progressive destruction of the renal paren- 
chyma. When they are bilateral, the process is cor- 
respondingly more severe. Actually, large stones 
which do not move sometimes interfere little with 
function for long periods, particularly if infection can 
be suppressed. ‘The physician must study the patient 
with stones carefully, from general and urologic 
standpoints. If there is evidence of increased para- 
thyroid function, this should be corrected first. 
Stones frequently develop in neurologic patients who 
are bedfast. Obesity, anemia, and renal function all 
have to be evaluated. 
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The operator must distinguish between pre-exist- 
ing conditions, such as congenital hydronephrosis and 
hydroureter, vesicoureteral reflux, aberrant renal 
vessels, and ectopic kidneys, and distortions secondary 
to the stones. Urinary tract anomalies should be 
corrected if possible simultaneously with removal of 
stones; however, secondary changes may improve by 
themselves after removal of the stones which pro- 
duced them. 

Pressing indications for operation are acute pyelone- 
phritis secondary to stone with kidney abscesses and 
sepsis, obstructive anuria, and recurrent stones with 
destruction of renal parenchyma. With conservation 
of functional renal tissue the aim, pyelotomy is the 
best operation and nephrectomy the worst, choice of 
course depending on existent pathologic condition 
and its bilaterality. At times, partial nephrectomy is 
indicated, for instance, for impacted stones in an 
upper or lower calyx. Ureteral stones can be treated 
expectantly, with hope of spontaneous passage if they 
are small and smooth, if the urinary tract is elastic 
with good motility in the ureter, and if movement of 
the stone is not stopped by spasm. Urate stones are 
often small and in the presence of acid urine pass 
spontaneously. Large staghorn calculi, at the other 
extreme, commonly recur after removal; the operation 
is difficult, necessitating a large nephrotomy, and they 
are best left alone, particularly since they frequently 
coincide with fair renal function. © 

Prognosis in bilateral nephrolithiasis is uncertain. 
There are still patients who can be carried along for 
some years fairly well with bilateral definitive ne- 
phrostomy. —William B. Gallagher. 


Retrograde Renal Arteriography in the Course of 
Arterial Hypertension (L’artériographie rénale ré- 
trograde au cours de l’hypertension artérielle; étude 
de nos 100 premiéres observations). PH. ‘TCHERDAKOFF 
and P. MiLutez. Sem. hép. Par., 1961, 37: 762. 


TuIs ARTICLE is immediately followed in the original 
text by the experiences of Tcherdakoff and associates 
in the treatment of arterial hypertension by nephrec- 
tomy in these patients. A future report will deal with 
experiences with isotope studies of this condition. 

The method here used has been almost exclusively 
the common method (E. L. Pierce, Surg. Gyn. Obst., 
1951, 93: 56) of introducing a trocar into the femoral 
artery and then passing an arterial catheter through 
it retrogradely to a point 1 cm. above the topmost 
embouchure of the renal arteries. The iodine-con- 
taining, shadow-casting material is injected into the 
arterial blood stream at this level. 

The value of the systematic renal arteriographic 
study of hypertensive patients would seem to be evi- 
dent since the studies of Goldblatt (Goldblatt, H. 
Phys. Rev., 1947, 27: 120) with reference to the renal 
circulatory cause of arterial hypertension. 

Among the 100 patients of the authors’ material 
were 12 in whom the vascular lesions could be pre- 
sumed to react notably on the vascularization of the 
homologous kidney. In this group there were 4 
thromboses, 7 stenoses, and 1 aneurysm of the renal 
artery. In 8 of these 12 patients, who had 1 thrombo- 
sis, 6 stenoses, and 1 aneurysm, the clinical history 
and the urographic study were without significance. 


If the arteriographic examination had not been 
carried out systematically, these arterial lesions would 
not have been uncovered. 

Atheromatous plaques, deforming the arterial con- 
tour but without noticeably narrowing the arterial 
lumen, are frequently encountered; their relationship 
to the hypertension is difficult to establish. 

The regular narrowings of the renal artery in the 
presence of atrophy of the homologous kidney are 
thought by the authors to be merely secondary to the 
renal lesion itself, frequently due to a chronic pyelo- 
nephritis. The arterial deformations, observed in renal 
ptosis, present a difficult interpretation; only the fu- 
ture will establish any role of these lesions in the cause 
of certain cases of arterial hypertension; however, in 3 
of these patients with ptosis, and in 14 with athero- 
matous plaques at the point of origin of the renal 
artery, these conditions would seem to be susceptible 
to discussion with reference to their role in the genesis 
of arterial hypertension. 

In general, the authors believe that arteriography 
extracts from the field of arterial hypertension of the 
so-called essential variety about 10 per cent of cases in 
which the arterial hypertension is caused by renal 
arterial lesions. This distinction is not attainable by 
any other clinical, chemical, or urographic examina- 
tion. —John W. Brennan. 


The Etiologic Treatment of Arterial Hypertension of 
Presumed Unilateral Renal Origin (Le traitement 
étiologique de Vhypertension artérielle présumée 
d’origine rénale unilatérale). Pu. TcHEerpakorr, H. 
XmMENES, and P. Sem. hép. Par., 1961, 37: 
7 


THIRTY-SIX PATIENTS with malignant arterial hyper- 
tension were operated on by unilateral nephrectomy 
as proposed originally by Goldblatt. In this material 
were 18 patients with ascending nephritis, 9 success- 
fully treated and 9 unsuccessfully, 6 with congenital 
aplasia or hypoplasia, the results successful in 3 and 
unsuccessful in 3, 4 with renal artery thrombosis, 2 
with successful results and 2 unsuccessful, and 4 with 
renal tuberculosis, the result successful in 1 and un- 
successful in 3. These figures, although too meager to 
admit of statistical conclusion, do suggest that the na- 
ture of the causative lesion does not exert an apprecia- 
ble effect on the results of the unilateral nephrectomy 
which is to be anticipated. Nor do the age or sex of the 
patient or the duration of the arterial hypertension 
appear to exert any marked influence on the results to 
be expected. 

The authors consider that there are contraindica- 
tions to the employment of this method of therapy. 
The patient more than 50 years old should not be 
treated by nephrectomy, nor if the general renal in- 
sufficiency is important. Renal insufficiency was severe 
in 50 per cent of the unsuccessful cases and in only 16 
per cent of those in which the results obtained might 
be considered as successful. 

The authors have never encountered the conditions 
which are thought to be indication for a partial 
nephrectomy. In 2 instances vascular reparative 
operation was attempted; in 1 of these patients the 
operation was not found practicable and in the other 
the result was not a success. —John W. Brennan. 
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Clinical Manifestations and Cytology of Hyperne- 
phromas. GERALD P. Murpny and Ronatp H. Fisx- 
pEIN. J. Urol., Balt., 1961, 85: 483. 

THE COMMON CLINICAL SIGNS and symptoms in 90 pa- 

tients with hypernephroma seen initially at the Johns 

Hopkins Hospital and the Baltimore City Hospital, 

Baltimore, Maryland in the period 1945 to 1957 were 

reviewed. Metastases were present on admission in 47 

per cent of the patients; the lungs were involved in 28 

patients. The liver, ribs, adrenal, mesentery, skin, 

pelvis, and vertebra each were the site of metastasis 
in 5 or more. Fever, abdominal mass, and hematuria 
were each noted in one-third or more. An elevated 
sedimentation rate was noted in 57 per cent; a history 
of urolithiasis was present in 23 per cent. ‘Twenty of 
the patients were observed to have serum calcium 
values exceeding 12 mgm. per cent, presumably from 
osteolysis by metastatic tumor. The 5 year survival 
rate in the entire group was 17 per cent. Thirteen pa- 
tients underwent operative excision of metastases; the 

longest survival recorded after these procecures was 2 
ears. 

: Histologic studies including stains with hematoxy- 
lin and eosin, the periodic acid Schiff technique, alcian 
blue, mucicarmine, Lendrum’s inclusion body stain, 
Giemsa, Verhoff, and pyromin-methyl green were 
carried out on specimens from 69 of the patients. The 
special staining techniques did not contribute signifi- 
cant information. Division of tumors into clear renal 
cell adenocarcinomas and granular tumors on the 
basis of the character of the cytoplasm disclosed the 
latter cell type in 46 of the 69 patients. Thirty-six of 
these had known metastases on admission; only 9 of 
the 46 survived beyond 2 years. Of the 23 patients 
with tumors with cells with clear cytoplasm, 6 had 
known metastases on admission and 13 survived be- 
yond 2 years. — John T. Grayhack. 


Diagnosis of Malignancy of the Kidney, Renal Pel- 
vis, and Ureter. Victor R. Boom and J. H. Mippe- 
miss. Brit. J. Urol., 1961, 33: 56. 


AN ANALYsIs of the cases of 68 patients with malignant 
lesions of the kidney, renal pelvis, and ureter was 
undertaken to ascertain factors responsible for delay 
in diagnosis and to evaluate the incidence and sig- 
nificance of systemic manifestations. 

Analysis revealed that failure to explain hematuria 
was the most common factor in delay in diagnosis. 
Failure to explain gastrointestinal symptoms was the 
next most important factor in delay and was present 
in 70 per cent of 31 cases. 

The authors believe that when roentgenologic and 
other investigations of the gastrointestinal tract are 
negative and there is associated weight loss, anemia, 
leukocytosis, fever, or elevated erythrocyte sedimenta- 
tion rate, intravenous pyelography should be per- 
formed. —Paul R. Leberman. 


Optimum Time for Dialysis in Acute Reversible Renal 
Failure. F. M. Parsons, SuHirntey M. Hopson, C. R. 
ery and B. H. McCracken. Lancet, Lond., 1961, 

£29, 


Tue aurHors have employed an improved Kolff- 
Brigham dialyzer modified by Usifroid of Paris from 
his Necker Hospital model. Previously, a machine with 
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a dialyzing surface of 2.8 square meters was used, and 
now, a dialyzing surface of 3.2 square meters is avail- 
able. The drum of the machine has been lengthened 
to accommodate 195 feet of cellophane tubing, and the 
capacity of the tank has been increased from 100 1. to 
140 1. The composition of fluid in the tank depends 
upon the composition of the tap water and the quan- 
tity of added chemicals may require adjustment. The 
tank sodium concentration is adjusted to equal the 
sodium level of the patient’s plasma when this has 
been lowered by overhydration. Sodium chloride and 
tank water can be altered and varied readily from 123 
to 140 mEq. / 1., and so the plasma sodium concentra- 
tion found in patients with renal failure can be cov- 
ered readily. By increasing the amount of glucose in 
the rinsing fluid, the Kolff rotating type of artificial 
kidney also can be used to remove water as necessary 
in the management of the patient. 

It was observed that the commonest cause of death 
in renal failure was sepsis, and, as the dialyzing sur- 
faces have been enlarged, uncontrollable sepsis has 
been controlled markedly. Sepsis increases the rate of 
protein catabolism, and more efficient dialysis has 
produced good cerebration, spontaneous resolution of 
infection, and a general improvement in the patient’s 
resilience. 

The authors do not advise early dialysis, in most 
instances, if the blood urea nitrogen rises less than 30 
mgm./100 ml. daily. The recovery rate in these 
patients exceeds 90 per cent. When the blood urea 
nitrogen rises more than 30 mgm./100 ml. per day, 
the authors advocate dialysis as soon as the blood urea 
nitrogen reaches 120 to 150 mgm./100 ml. Since 
patients in advanced clinical uremia with severe 
clinical manifestations such as hypotension, convul- 
sions, or coma seem to adapt to the abnormal bio- 
chemical state, the uremia should ‘not be corrected 
too rapidly and the time between dialyses should be 
judiciously lengthened. Institution of dialysis when 
the blood urea nitrogen reaches 120 to 150 mgm./100 
ml., rather than when clinical deterioration occurs, 
has sharply lowered the mortality rate in their group 
of “surgical’’ patients. — David Rosenbloom. 


Anterior Nephroureterectomy; Advantages and Lim- 
itations of a Single Incision. Ormonp S. Cutp. 7. 
Urol., Balt., 1961, 85: 193. 


In A 9 YEAR PERIOD 64 nephroureterectomies were 
performed through single incisions; the results were 
compared with those obtained in a similar number of 
operations utilizing two separate incisions. Single mid- 
abdominal incisions included midline, rectus, para- 
median, and lateral rectus versions. This approach 
was especially useful for unidentified masses in very 
young patients, but transperitoneal exposure of the 
kidney proved extremely difficult in obese adults. A 
modified Cherney incision was the most versatile and 
seemed to make it possible to cope with obesity better 
than did the others. 

Both types of nephroureterectomy can be employed 
advantageously, depending on the indications. The 
combination of separate flank and lower abdominal 
incisions proved best for suspected primary tumors of 
the renal pelvis and upper end of the ureter. A single 
incision is regarded as especially adaptable to lesions 
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in other segments of the ureter and in the bladder. It 
does not entail any increased hazards, does not require 
longer hospitalization, and promises to save approxi- 
mately 30 minutes of operating time. The author re- 
gards the modification of the Cherney incision as the 
most flexible approach to the upper part of the urinary 
tract, affording the best exposure of most of the ureter, 
especially if the patient is obese. The cardinal steps of 
the technique are presented. 


Observations on Renal Homotransplantation. R. Y. 
Cane. Brit. J. Surg., 1961, 48: 384. 


THE AUTHOR performed experiments which demon- 
strated that a purine analog, 6-mercaptopurine, pro- 
longs the viability of a homotransplanted kidney in 
dogs. The effective dosage of 6-mercaptopurine which 
appears to prevent rejection of the homograft is near 
the LD level. Doses above this level tend to kill the 
animal through hepatotoxicity and bone marrow 
aplasia. Doses much below this level appear to be 
ineffective. However, with proper manipulation of 
dosage the author demonstrated a functioning renal 
homograft in an animal with a satisfactory white cell 
count and marrow histology after 47 days. This find- 
ing is in contrast to the expected unmodifie _ first set 
renal homograft which usually ceases to function after 
4 to 8 days. The longest period of survival for pre- 
viously reported functioning renal homografts was 20 
days. Although 6-mercaptopurine has obvious dis- 
advantages, it is offered as an approach to renal 
homotransplantation in man, especially in patients 
with chronic uremia in whom homograft rejection is 
already depressed. —AHarold Laufman. 


Homotransplantation of the Kidney in Man (Homo- 
transplantation rénale chez homme). R. Kiss, M. 
Lecrain, M. Camey, J. DEsARMENIEN, and Others. 
Mém. Acad. chir., Par., 1961, 87: 183. 


THREE CasEs are reported. The first is that of a 41 
year old male with bilateral renal cancer. In 1957 
a left nephrectomy was performed. In 1959 renal 
insufficiency developed. In 1960 the remaining 
kidney was removed and an homologous transplant 
from the patient’s sister was placed in the left iliac 
fossa. Previous to the transplant the patient received 
400 r of total body radiation and 200 r over the spleen. 
The day after the operation 400 ml. of urine were 
excreted and the following day 3,000 ml. were 
excreted. On the third postoperative day anuria 
developed. After 6 hours of anuria reoperation was 
carried out and a decapsulation of the kidney was 
accomplished. The kidney appeared to be edematous. 
Kidney function was rapidly resumed and remained 
satisfactory for the following 5 months at which time 
the patient died of metastases to the liver. One hundred 
and fifty r were given to the kidney transplant several 
days after the decapsulation. 

In case 2 the 26 year old male patient had chronic 
pyelonephritis, bilateral congenital renal anomalies, 
and hypertension. The patient was prepared for renal 
transplant by 400 r of total body radiation and 200 
r over the spleen. He then received a renal trans- 
plant from a stepbrother. The time of renal ischemia 
was 42 minutes. The graft was placed in the right 
iliac fossa. ‘Two months after the transplant a renal 


biopsy was performed and histologic study showed little 
damage to the glomeruli or tubules of the transplant 
but generalized edema with lymphocytic and plasma 
cell infiltration. After this procedure the patient 
received cortisone, 40 mgm./day; 6-mercaptopurine, 
50 mgm./day; 100 r to the kidney graft, and 100r 
to the entire body. Forty-eight hours after this treat. 
ment was begun the patient was much better. Phenol- 
sulfonphthalein excretion rose from 0 to 14 per cent 
excretion in 70 minutes. Agranulocytosis developed. 
On 17 October both pyelonephritic kidneys were 
removed. After this procedure the homotransplant 
received 100 r. In November the phenolsulfon- 
phthalein excretion was 20 per cent in 70 minutes, 
Cortisone treatment was continued in decreasing 
doses; 6-mercaptopurine dosage was stopped. One 
year postoperatively the patient was in good condition. 

The patient in case 3 was a 38 year old male. On 
18 July 1960 he was in a terminal condition because 
of chronic glomerulonephritis and hypertension with 
a systolic pressure varying from 180 to 220 mm. Hg. 
He received 600 r of total body radiation. On 6 
November bilateral nephrectomy and transplant of the 
left kidney of his brother to the right iliac fossa was 
carried out. The vascular anastomosis was unusual 
because of two renal veins. End-to-side anastomoses 
between these veins and the hypogastric veins were 
performed. Clamps were applied for 52 minutes, 
considered to be the period of renal ischemia. Diuresis 
occurred at the end of the operation and the blood 
pressure fell to 130 mm. Hg. The patient’s headache 
improved. By the next day his vision had improved. 
On 20 November agranulocytosis was present and 
the patient died on 23 November. Diuresis amounting 
to 2 1./day was maintained from the time of opera- 
tion to the time of death. At autopsy the graft ap- 
peared grossly normal; microscopically there was 
plasma cell and lymphocytic infiltration. There was 
thrombosis of the external iliac vein. The patient 
died of agranulocytosis and pneumonitis with bloody 
pleural effusion. 

The following points are emphasized. Renal edema 
and anuria require reoperation. In case 2, urine 
flow was re-established after decapsulation of the 
kidney. Hypothermia was not used but it is recom- 
mended if longer periods of occlusion of the renal 
blood flow are required. Management of the ureter 
is relatively simple compared to handling of the renal 
artery and vein and the vascular anastomoses which 
are required. The authors recommend an end-to-end 
ureteroureterostomy after removal of the kidney 
on the renal transplant side. — Frederick W. Preston. 


Anterior Approach to ase Urinary Tract Surgery. 


Urol., Balt., 1961, 85: 199. 


AFTER A LIFETIME Of use of the classical flank approach 
to the kidney, the author advocates the anterior trans- 
peritoneal technique which he has now used in more 
than 250 operations of various types exclusive of open 
renal biopsy, emergency nephrostomy, and uncompli- 
cated ureterolithotomy. The anterior approach pro- 
vides the most direct and best exposure of the medial 
aspect of the kidney and makes renal vascular opera- 
tion or nephrectomy possible without mobilization of 
the kidney. 


EuGEnE F, Poutasse. 


patie? 
midli 


retro} 
incisi 
the 
perm 


retra' 


é 

Th. 
incluc 
expos 
tonea 

simp! 

whicl 
abdo: 

Th 
Th 

both 
tion 
thoré 
and 
rena 

with 
hem 
from 

rena 
perit 

find 
obes 
| deal 
ante 
st: 
ar 
25 
In 1 
fibr 
pap 
invé 
cavi 
brit 
ure 

be 
des 
ma 
anu 
sho 
pul 
| 
ure 

me 

wh 
for 
is f 
tur 
rer 
wi 
eff 
ea 


The surgical technique via the anterior approach 
incluces elevation of the renal area of the operative 
side using sandbags or comparable support with the 
patient in the supine position. Either a subcostal or 
midline incision can be used, depending on the 
exposure necessary. In either event, the transperi- 
toneai approach through the retroperitoneum is 
simple: than the more time consuming method in 
which the peritoneum is freed from under the trans- 
versus muscle with retraction of peritoneum and 
abdominal organs. 

The right kidney is exposed through a transverse 
retroperitoneal incision and the left through a vertical 
incision through the more abundant fatty tissue after 
the lateral splenic flexure attachments are divided to 
permit visualization of the renal hilus and vessels by 
retraction of the bowel. 

The advantages of the anterior approach are to 
both the patient and the operating surgeon. The posi- 
tion of the patient affords less embarrassment to the 
thoracic cage, decreased postoperative discomfort, 
and absence of wound hernias. A direct route to the 
renal vessels without renal mobilization is possible 
with the anterior approach which also permits better 
hemostasis and bilateral renal or adrenal exploration 
from a single incision. It is noteworthy that repeated 
renal surgical intervention is less difficult through the 
peritoneal route than through the flank. One may 
find an unusually long incision necessary for the very 
obese patient. Although one must observe care in 
dealing with the splenic capsule, the advantages of the 
anterior approach far outweigh the disadvantages. 

—Peter L. Scardino. 


Retroperitoneal Fibrosis Producing Ureteral Ob- 
struction. DoNALD A. CHARNOCK, HERMAN I. RIDDELL, 
ey Louis J. Lomparpo, Jr. 7. Urol., Balt., 1961, 85: 

i? 


In 1948 Ormond reported a syndrome of progressive 
fibrosis compressing the ureters in the midlumbar 
areas and producing anuria. Since that time many 
papers have appeared reporting encasements without 
invasion of structures such as the aorta and the vena 
cava, with the fibrotic process passing over the pelvic 
brim and engulfing bladder neck, trigone, and distal 
ureters. Several histologic patterns which appear to 
be variants of a single disease process have been 
described. 

The onset of the disease is insidious, and attention 
may be directed to the urinary tract by oliguria or 
anuria. In the diagnostic workup the ureters may 
show a medial displacement as a result of an inward 
pull by plaque formation. Although pyelouretero- 
grams may indicate the degree of obstruction and 
ureteral compression, surgical exploration is the only 
means of definitive diagnosis. Lysis of the ureters, 
which are usually bilaterally involved, is best per- 
formed by the transperitoneal route. After the ureter 
is freed, attempts should be made to suture the struc- 
ture away from the fibrosing zone. For complete 
removal of the plaque, resection of the great vessels 
pe graft replacements may be considered in future 
efforts. 

Unfortunately, experiences indicate that the dis- 
ease tends to advance, and control by adjuvant 
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therapy must be sought. The use of corticosteroids 
merits exploration. 
The authors submit 5 case reports in detail with 
photomicrographs of the histopathologic findings. 
—Allan K. Swersie. 


Changing Concepts in Lower Urinary Tract Obstruc- 
tion in Children. FRANK CoLEMAN Hamm and KEITH 
WateruHousE. 7. Am. M. Ass., 1961, 175: 854. 


IN RECENT YEARS roentgenographic examination of 
the lower urinary tract in children has been utilized to 
supplement cystoscopic studies. 

A common cause of infravesical obstruction is the 
presence of urethral valves. A case is cited of a 7 year 
old boy who was unsuccessfully treated by a plastic 
operation on the bladder neck and wedge excision of 
the posterior lip. It was noted that he had a grcssly 
dilated posterior urethra in a voiding cystourethro- 
gram. When cystoscopy was repeated, valves were 
discovered. 

It may be assumed that often hypertrophy of the 
bladder neck is secondary to more distal obstruction 
and is treated in error as the primary obstruction. 
Prior to cystoscopy, the authors make a voiding 
cystourethrogram in all children with urinary symp- 
toms. If there is a true or primary obstruction of the 
bladder neck the posterior urethra is narrow. If there 
is obstruction distal to the bladder neck, the posterior 
urethra dilates. 

Illustrative cases are presented with roentgeno- 
graphic findings. In the removal of posterior valves 
transurethral resection was preferred to an open 
operation. —Allan K. Swersie. 


The Effect of Chronic Mechanical Obstruction on 
Ureteral Peristalsis. FRANK G. DeLuca, ORVAR 
Swenson, and Brian Smytu. 7. Urol., Balt., 1961, 
85: 497. 


MECHANICAL OBSTRUCTION is listed among the prob- 
able causes of inadequate ureteral peristalsis. An ex- 
perimental study is presented to determine this rela- 
tionship and also the role of obstruction in ureteral 
dilatation. 

After preliminary evaluations of the status of the 
urinary tract by urogram, 16 mongrel dogs were 
operated upon and obstruction at the lower end of one 
ureter was created by either an aluminum or a cello- 
phane band placed around it at that level. Prior to 
this interference, manometric tracings of ureteral 
peristalsis were recorded. At a 3 to 5 month post- 
obstructive period, the animals were reoperated upon, 
ureteral peristalsis and pressures again recorded, and 
cinefluoroscopic studies made after urokon injection. 
Nine dogs survived 18 to 23 months. These were sub- 
jected to intravenous urograms, exploration, and 
further studies of ureteral peristalsis of the obstructed 
ureter. In 7 dogs a T tube polyethylene catheter was 
placed proximal to the obstruction and by recordings 
from this outlet, changes in ureteral peristalsis related 
to increasing bladder pressures were noted. 

The subjects were followed up from 115 to 698 days. 
Comparisons were made as a result of observation of 
measurements before and after ureteral obstruction. 
The cellophane cuff technique of producing partial 
obstruction created a gradual and more dense fibrosis 
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at the point of application and a tortuous megalo- 
ureter. The immediate partial obstruction produced 
by the aluminum band caused less dilatation. With 
release of obstruction even after a period of 365 days, 
14 out of 15 megaloureters were capable of demon- 
strating peristalsis. In 2 cases in which a peristaltic 
ureter was demonstrated by both the manometric 
catheterization technique and cinefluoroscopy, an 
infection factor existed. In 1 case return of peristalsis 
was shown 4 months after elimination of the obstruc- 
tion. In the other, because of persistent obstruction 
with infection, peristalsis was absent after 580 days. 

Partial ureteral obstruction then produces a mega- 
loureter with no significant changes in frequency or 
amplitude of ureteral contractions. Resting intra- 
ureteral pressure, normally 0, when increased to 10 to 
30 cm. of water, apparently is the factor which pro- 
duces hydronephrosis. Infection seems to be important 
in the destruction of ureteral peristalsis. 

Several graphic tracings of the details of ureteral 
peristalsis are presented. —Allan K. Swersie. 


BLADDER AND URETHRA 


The Surgical Treatment of Exstrophy of the Bladder 
and Its Results (Le traitement chirurgical des exstro- 
phies vésicales et ses résultats, A propos de 46 observa- 
tions). D. P. Parusstapis. 7. chir., Par., 1961, 81: 93. 


FORTY-FOUR PATIENTS with vesical exstrophy were 
treated surgically during the period from 1942 to 1957 
in the Children’s Surgical Clinic, Athens, Greece, 
using a modification of the Coffey ureterosigmoid 
implantation. Two of these subjects had an incom- 
plete type of bladder exstrophy; the remainder had the 
complete type. In 4 of these patients an attempt was 
made at anatomic reconstruction of the bladder with- 
out ureterosigmoid transplantation of the ureters, 
thus preserving in full the vesical function. In these 
4 patients the results of the reconstruction were un- 
satisfactory and ureteral transplantation was resorted 
to secondarily; in 1 of these 4, death occurred. No 
other methods of repair, such as construction of an 
ileal bladder and cutaneous implantation of the 
ureters, were resorted to. 

Of the remaining 43 patients who underwent the 
ureterosigmoid implantation operation, perfect uri- 
nary continence was procured in 39, 94 per cent, that 
is, the bowel content could be retained during the 
daytime for periods of 1 to 2 hours and there was no 
night soiling except occasionally in 1 child in whom 
there had been a history of such accidents previous 
to the operation. The ureteral and renal functions 
remained good in 32, 76 per cent, and mediocre in 11, 
24 per cent. 

The first stage of the operative procedures usually 
consisted of the transplantation of the right ureter, 
followed after a month or so by the transplantation of 
the left ureter, the procedures being completed, again 
after a month or so, by the supplementary procedures 
of vesical excision and such reconstructive measures 
on the sexual organs as seemed indicated. 

All these procedures were completed without inci- 
dent, except for the 1 death mentioned above, and 
have resulted in the patient being able, later, to lead 
an almost normal sexual life; in fact, the mother of 1 


of these patients writes, 15 years after the operation, 
that he is in excellent health, is married, and well on 
the way to becoming a father. 

The titer of the blood urea has been found to vary 
in these cases of ureteral transplantation with the 
length of period of retention of the urine in the rectum, 
returning practically to normal values with thorough 
and consistent emptying and cleansing of the bowel. 
In fact, the elevation of the blood urea and its ac- 
companying manifestation of acidosis, as well as 
other, less well understood metabolic disturbances, 
such as that of sodium and potassium, are rather 
constantly present; all these manifestations may, how- 
ever, be sensibly ameliorated by such measures as 
electrolyte equilibration and a consistently regular 
evacuation of the rectum. — John W. Brennan. 


Some Aspects in the Classification and Treatment of 
the Bladder Tumors. Pauti I. Tuovinen and J. 
Ervasti. Ann. chir. gyn. fenn., 1961, 5: Suppl. 98. 


THE AUTHORS REPORT studies on 136 patients with 
bladder tumors treated from 1950 to 1958. Using the 
classification of Stenius and Tuovinen, the material 
consisted of 45 cases of benign papilloma, 41 of malig- 
nant papilloma and papillary carcinoma, 31 of solid 
carcinoma, and 19 cases of “other bladder growths” 
which include spinocellular carcinoma, carcinoma, 
adenocarcinoma, fibroma, amyloid tumor, and sar- 
coma. 

Every modality has been employed, including 
transurethral resection, open resection with dia- 
thermy or glacial acetic acid coagulation of the tumor 
base, intravesical radium, cobalt, and tantalum ap- 
plied through the open bladder or transurethrally, 
segmental resection of the tumor, ureterosigmoid- 
ostomy without cystectomy, and Coffey’s operation. 
The commonest presenting symptom was hematuria. 
The duration of symptoms varied from 1 month to 10 
years and were longest in the most malignant tumor 
cases. 

The authors conclude that electrocoagulation by 
transurethral methods is the best treatment for benign 
growths, but that this is insufficient for malignant 
growths. Their best method of treatment of malignant 
growths is bladder resection combined with radio- 
active tantalum. —David Rosenbloom. 


Local Hypothermia of the Urinary Bladder During 
Transurethral Surgery. Donatp P. FRranxs and 
ABRAHAM T, CockeTtT. Anesthesiology, 1961, 22: 15. 


REFRIGERATED IRRIGATION SOLUTIONS during trans- 
urethral operations have been employed in 150 pa- 
tients, and the cases of 52, in which detailed rectal and 
body core temperature readings were taken, are re- 
ported in detail. Room temperature ranged from 22 
to 24 degrees C., and the irrigating solutions, consist- 
ing of either water or sorbitol, were used at a usual 
temperature of 2 to 6 degrees C. Two thermistor 
leads were employed, one in the rectum and the other 
in the esophagus at the midheart level. . 
The authors believe that the use of refrigerated ir- 
rigation solutions results in a noticeable drop in blood 
loss, a clearer operative field because of diminished 
bleeding, shorter operating time, and diminished 
incidence of operative complications. Blood plugged 
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catheters and postoperative fulguration of bleeding 
points are now rare occurrences. Body core temper- 
atures were affected very little by the use of cold solu- 
tions, even in prolonged irrigations in debilitated pa- 
tients. There were no physiologic derangements at- 
tributable to cold solutions. The rectal temperature 
dropped noticeably after bladder irrigation with cold 
solutions, but this is attributed to diffusion of pelvic 
tissue heat because, as the blood in the internal iliac 
arteries has been cooled prior to reaching the capillary 
bed and the iliac veins, the temperature of the entire 
zone drops. However, a sharp fall of rectal tempera- 
ture of more than 7 or 8 degrees C. indicates excessive 
direct venous infusion by chilled solutions or other 
surgical complications. Therefore, rectal tempera- 
tures should be monitored during transurethral pro- 
cedures with refrigerated solutions. 
— David Rosenbloom. 


Management of Postpartum Urinary Retention. 
James H. Leg, JR. Obst. Gyn., 1961, 17: 464. 


An “EPIDEMIC” of postpartum urinary retention at 
the U. S. Naval Hospital, Camp Lejeune, North 
Carolina, in the fall of 1957 led to a review of the 
factors involved and a subsequent attempt to establish 
procedures of management to avoid postpartum uri- 
nary retention. During the 1 year period, October 
1957 through September 1958, studies were based on 
1,248 patients there. Members of this group of pa- 
tients were catheterized at delivery, and upon return 
to their rooms were catheterized after each voiding, or 
every 4 to 6 hours if they were unable to void. This 
was continued until the residual urine was less than 
100 c.c. If the residual urine did not drop to less 
than 100 c.c. after 5 or 6 catheterizations, an indwell- 
ing catheter was placed for 48 hours. It was found 
that 31 per cent of the patients continued to have 
more than 100 c.c. of residual urine even after 18 
hours, and an indwelling catheter was inserted in 
8 per cent. 

Examination of the associated factors indicated that 
parity had little or no influence on the frequency of 
residual urine. There was a distinctly lower frequency 
of resistant residual urine when the length of labor 
was 8 hours or less. Spontaneous delivery was associ- 
ated with the lowest frequency of residual urine. 

During the following year the procedure of man- 
agement was altered, in that a Foley catheter was 
inserted into the bladder after completion of the de- 
livery in all patients and left in place for 24 to 36 
hours. After removal of the catheter the patient was 
catheterized for residual urine as in the previous series. 
There were a total of 1,675 patients with adequate 
records available for this section of the study. In this 
group of patients, 86 per cent had only 1 catheteriza- 
tion after removal of the Foley catheter and this was 
performed, of course, to determine whether any re- 
sidual urine was present. An additional 9 per cent 
required 2 catheterizations and 2.5 per cent required 
more. 

Ten per cent of the patients who had negative urine 
at the time of delivery had a significant positive cul- 
ture at 24 hours when the catheter was removed. 
There were an additional 9 per cent who had a posi- 
tive culture initially. Considering the total incidence 
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of women demonstrating significant bacteriologic in- 
fection at the time of delivery as compared to that at 
the time of removal of the catheter, the risk of iatro- 
genic infection appears to be 0.7 per cent. The infec- 
tion apparently induced by this technique certainly 
is a lot lower than is indicated by most previous com- 
munications, and the authors believe that the over-all 
reduction in clinical urinary tract infection is suffi- 
ciently great to justify this small risk. 
— James F. Donnelly. 


Stenosing Idiopathic Periureteritis (Stenosierende 
Periureteritis idiopathica). ARMéNIO Pinto DE Car- 
VALHO. Cschr. Urol., 1960, 53: 681. 


Tuis DISEASE is considered idiopathic since the precise 
cause is not known. It has also been called retroperi- 
toneal fibrosis and perirenal fascitis and is character- 
ized by the development of fibrous or dense scar 
tissue which surrounds and compresses the ureter. 
It has been found also in conjunction with appen- 
dicitis, regional ileitis, and diverticulitis of the colon. 
To date, 43 cases have been reported in the literature 
to which the author contributes an additional case. 

The symptoms of idiopathic periureteritis consist 
of anuria, renal pain of unknown or uncertain origin, 
loss of appetite, anemia, and backache. In most in- 
stances there is bilateral ureteral involvement in a 
previously normal upper urinary tract. The diagnosis 
is made on evidence of extensive compression of both 
ureters without any evidence of obstruction to the 
passage of a catheter in the ureter. The ureters are 
frequently displaced medially. The most serious 
complication of this disease is the insidious develop- 
ment of uremia leading to anuria. 

The treatment of this disease is empirical and varied. 
Nephrectomy should be avoided. Nephrostomy, 
ureterolysis, or ureterolysis and nephrostomy, intra- 
peritoneal implantation of the ureter, prolonged 
catheter drainage, and antibiotics have been most 
commonly recommended as forms of therapy. 
Shaheen and Johnston in 1959 used cortisone and 
trypsin after both ureters had been freed from their 
periureteral fibrous traps. 

In the author’s case, ureterolysis and a ureterotomy 
according to Davis with intubation of the ureter was 
found to be a useful procedure in this disease. 

—S. Richard Muellner. 


ADRENAL GLANDS 


Paroxysmal and Persistent Hypertension as a Result 
of Pheochromocytoma. Watter F. Kvate and 
Grace M. Roth. Med. Clin. N. America, 1961, 45: 467. 


THE MOST COMMON SYMPTOM of an episode of paroxys- 
mal hypertension caused by pheochromocytoma ap- 
pears to be headache, which is usually generalized 
and extremely severe. Sweating and palpitation are 
the next commonest symptoms. Attacks may occur 
as often as 10 to 25 times a day; or they may not 
appear more than once every 2 to 3 months; they 
are usually of short duration, lasting a few seconds 
to 10 or 15 minutes. In the differential diagnosis of 
pheochromocytoma causing paroxysmal hypertension, 
anxiety states perhaps present the greatest difficulty; 
other conditions to be ruled out include paroxysmal 


yn, 
on 
ry 
he 
m, 
gh 
el. 
as 
eS, 
er 
as 
ar 
of 
J. 
8, 
1e 
al 
id 
¥ 
a, 
l- 
1. 
0 
r 
y 
n 
it 
it 
= 

| 


176 International Abstracts of Surgery » August 1961 


tachycardia, migraine headaches, histaminic cephal- 
gia, and cerebrovascular insufficiency. 

In patients with persistent hypertension due to 
pheochromocytoma, the usual picture is that of in- 
creasingly severe headaches, perspiration which be- 
comes profuse, intolerance to heat, nervousness, 
noticeable tremor, palpitation, and gradual loss of 
weight. Almost all of these patients are thin. In the 
differential diagnosis, hypertensive crises often raise 
the question of pheochromocytoma, and coronary 
insufficiency with a rise in blood pressure, hyperthy- 
roidism, and menopausal symptoms may be confused 
with this condition. Essential hypertension can mask 
pheochromocytoma. 

More help can be expected from the usual tests in 
the diagnosis of pheochromocytoma causing persistent 
hypertension than of that giving rise to paroxysmal 
hypertension. The basal metabolic rate is frequently 


very high, often being +40 to +60 per cent; in 1 
patient, whose case is described, it was + 140 per cent, 
The various special pharmacologic and chemical 
tests for pheochromocytoma and the indications for 
their use are discussed. 

In the surgical treatment for pheochromocytoma, 
the transverse upper abdominal incision is considered 
the approach of choice. Although the tumor is usually 
single and benign and occurs on 1 adrenal gland, 
many variations have been found, including bilateral 
lesions, multiple tumors on 1 side, and tumors along 
the great vessels of the abdomen. Indeed, these tumors 
may be found wherever chromaffin tissue is present. 

Pheochromocytomas may be malignant and may 
metastasize to the ribs, vertebrae, pelvis, or skull. 
They may recur. The need for careful observation of 
the blood pressure throughout the operation and in 
the postoperative period is stressed. 
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SURGERY OF THE MUSCULOSKELETAL SYSTEM 


BONES AND JOINTS 


Generalized Interstitial Calcinosis (Sulla calcinosi in- 
terstiziale generalizzata). O. BaRuFFALDI and 
CANEPA. Chir. org. movim., 1960, 49: 462. 


THE AUTHORS DESCRIBE 2 cases of interstitial calcinosis 
in patients 10 years of age seen at the Orthopedic 
Clinic of the University of Genoa, Italy. The gen- 
eralized calcinosis accompanied a dermatomyositis in 
both patients. The authors believe that generalized 
calcinosis represents a complication of collagen disease 
such as dermatomyositis, scleroderma, and rheumatic 
fever. The pathogenesis is considered to be a dys- 
trophic precipitation of the calcium. 

The authors believe that the generalized forms of 
calcinosis should be kept separate from the circum- 
scribed variety. The generalized forms are secondary 
to a systemic and progressive collagen disease; the 
circumscribed variety may result from causes other 
than inflammatory, such as traumatic, neurologic, 
vascular, or endocrine dysfunction. 

—Lucian Fronduti. 


Pathologic Fractures in Comparison with the Admis- 
sions to the Surgical University Clinic of Heidel- 
berg, 1943-1959 (Ueber pathologische Frakturen 
unter Auswertung des Krankengutes der Chirur- 
gischen Universitaetsklinik Heidelberg, 1943-1959). 
P. N. Enters and H. Grimsen. Langenbecks Arch klin. 
Chir., 1960, 294: 667. 


THERE WERE 93 admissions for pathologic fractures 
among the 114,379 patients admitted to the clinic 
between 1943 and 1959. Forty-two patients had 
pathologic fractures due to benign bone diseases and 
7 had primary malignant tumors, particularly 
sarcomas. In 44 patients the fractures were the 
result of metastases, primarily from carcinoma of the 
breast. 

Pathologic fractures were observed after radiation 
of tumors in the pubic region. Some investigators be- 
lieve that the osteoblasts and osteoclasts are damaged 
when exposed to 6,000 r. Some believe that damage 
occurs even after exposure to 2,000 r. Fractures of the 
neck of the femur were frequently observed 6 to 30 
months after the radiation. Healing of these fractures 
occurred after internal fixation, in a period of 4 to 7 
months. 

Fractures were observed in cases of osteitis de- 
formans and preceded the patient’s complaints of 
pain in the affected extremity. The subtrochanteric 
area of the feraur was frequently affected. 

_ Fractures were also observed in osteomyelitis. The 
tibia, the femur, and the humerus were most fre- 
quently affected. After immobilization in a plaster 
cast, healing usually occurred in twice the time ordi- 
narily required for uncomplicated fractures. 

Fractures were found in bone syphilis. The spiro- 
chetes spread through the entire body by means of the 
blood stream and then settle in the adventitial con- 
nective tissue of the arteries and veins of the bones. 
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The long bones, the clavicle, and the frontal and 
parietal bones of the skull are most often affected. 
Often the new callus that forms around these frac- 
tures shows syphilitic infection. 

Pathologic fractures were observed in osteitis 
fibrosa localisata and in bone cysts. The authors ob- 
served 6 cases in this series. In younger individuals, 
the cystic lesions were excised and the area filled with 
bone chips. In the older group, immobilization in a 
plaster cast was used. Healing occurred in from 3 to 7 
months. 

One patient, a 28 year old woman, had a patho- 
logic fracture associated with an osteoid-osteoma of 
the seventh rib. In this case, the affected part of the 
rib was excised. 

Pathologic fractures were observed in cases in 
which changes in the bone were brought about by 
endocrine disturbances. In this group, there was 1 
pathologic fracture in a case of Recklinghausen’s 
osteitis fibrosa generalisata. The fracture occurred in 
the right femur but the patient also had lesions in the 
left clavicle and the pelvis. Open reduction of the right 
femure was performed with intramedullary nailing 
and the parathyroid glands were excised. A 14 year 
old patient, who had begun menstruating at the age 
of 9, showed cystic changes of the long bones and 
precocious puberty with pigment changes in the skin. 
The result of examination of the calcium and phos- 
phorus blood levels was negative. She had a patho- 
logic fracture of the affected femur and a diagnosis of 
osteofibrosis deformans juvenilis was made. Open re- 
duction with intramedullary nailing was performed 
with a satisfactory result. Healing occurred within 8 
weeks after the open reduction. 

Pathologic fractures were also observed in cases in 
which metabolism and nutrition were disturbed. 
Fractures were observed particularly in cases of senile 
osteoporosis. It appears that, in these cases, the 
osteoblastic activity is diminished while the osteo- 
clasts continue to cause absorption of the bone. 
Females were affected in the ratio of 4 to 1. A diag- 
nosis is made only by roentgenography. At first the 
trabeculae diminish in size, later the horizontal 
trabeculae disappear, and in the third stage large 
spaces are completely devoid of trabeculae. Patho- 
logic fractures occur in tabes dorsalis. The treatment 
is similar to treatment of other fractures. 

Pathologic fractures occur in cases of disturbance of 
bone development, such as osteogenic imperfecta. As 
a rule, after the age of 25, the bones are of normal 
quality. There were 2 children of 14 and 8 years of age 
and 2 adults, a man of 21 and woman of 41, in this 
series. 

In the group of pathologic fractures due to bone 
metastases, 31 were due to metastases from breast 
carcinoma. There were 2 cases of hypernephroma, 1 
each of gallbladder and liver carcinoma, carcinoma 
of the prostate, malignant carcinoma of the thyroid, 
plasmocytoma, lung cancer, basaloma, cervical 
carcinoma, and sigmoid carcinoma. In 2 cases the 
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primary site was not known. The average age of these 
patients was 61 years and there were 36 females and 8 
males. —George I. Reiss. 


Treatment of Nonimpacted Fractures of the Neck of 
the Humerus by a Medullary Graft (Traitement des 
fractures non engrénées du col de ’humérus par greffe 
centromédullaire). J. Lanaut. 7. Chir., Par., 1961, 81: 
215. 


THE CLASSICAL TREATMENT Of fractures of the surgical 
neck of the humerus in which there is displacement 
of fragments consists of a simple hanging cast with 
early passive and active mobilization. This treat- 
ment gives good functional results in most cases. 
The author has devised a simple operative technique 
for obtaining good results in the exceptional case 
in which one cannot obtain satisfactory alignment 
and function with classical methods. The shoulder 
is opened through an anterior approach beginning 
1 cm. below the clavicle and extending for 12 cm. 
in length over the deltoid. The long head of the biceps 
is retracted laterally. After the shoulder joint is 
exposed, the fractures are put in alignment by 
manipulating the arm and forearm. A graft of cortical 
tibial bone about 10 cm. long obtained from the bone 
bank is prepared. It is introduced into the medul- 
lary cavity of the proximal and distal fragments after 
which the fragments are impacted with a blow on the 
distal humerus. After closure of the wound the arm is 
held in a sling. Active and passive mobilization is 
begun in 48 hours. 

The operation has been performed in 7 patients 
varying in age from 12 to 70 years. All obtained a good 
result and full range of motion with the exception of 
1 patient who has had a prolonged recovery and is 
still receiving treatment. 

The author emphasizes that this method does not 
replace the classic treatment for this condition but 
is reserved for those cases in which good alignment 
cannot be obtained by conservative means. 


—Frederick W. Preston. 


Transmetatarsal Amputations and Arterial Surgery 
in Diabetic Patients. FRANK C. WHEELOCK, JR. N. 
England F. M., 1961, 264: 316. 


ANALYSIs IS MADE of 428 transmetatarsal amputations 
performed between 1944 and 1958 for gangrene 
caused by arterial insufficiency. Forty-three per cent 
of all the patients were between 60 and 70 years old 
and the others ranged from 39 to 80 years of age. 
Fifty-seven per cent were men. Operative deaths were 
5, and deaths in the first 2 postoperative years were 
69. At the end of 2 years 336 patients were alive and 
among 63 per cent of these the site of amputation was 
healed properly. After 5 years 23 per cent were alive. 
Except for the 1 per cent operative mortality, the 
deaths were due to other causes, primarily cardiac. 
Eight patients have used their limb with transmeta- 
tarsal amputation for 10 to 14 years. If the popliteal 
pulse was present the successful results ran 12 per cent 
higher than if only a femoral pulse could be felt, but in 
3 of 8 patients who had no femoral pulse and who 
were traced for more than 2 years the amputation re- 
mained healed. The procedure is a sound one if the 
patients are properly selected, and among cases with 


operation the salvage rate at 2 year follow-up was 63 
per cent. 

Direct surgical reconstruction of arteries may help 
another group of diabetic patients. The author em- 
phasizes that 40 per cent of diabetic patients with 
gangrene of the distal extremity had a palpable 
popliteal pulse which indicated open arteries to this 
level. Of the 60 per cent who had no popliteal pulse, 
but did have a femoral pulse, 162 patients were se. 
lected for femoral arteriography. Only 52 of these 162 
had a localized block with sufficient run-off distally to 
permit arterial operation. In the operable cases a 
variety of procedures were utilized which consisted of 
end-to-end grafts, bypass grafts, vein grafts and 
endarterectomies, endarterectomies alone, and inser- 
tion of arterial prostheses. Eleven patients were oper- 
ated on for the symptom of claudication alone. A 
satisfactory initial result was obtained in all except 1 
who died of acute coronary occlusion after operation. 
In 6 of the 11 cases the reconstruction procedure al- 
lowed the vessel to remain open. 

To summarize, of 43 attempts at direct repair of ar- 
teries, 38 were successful, and a pulse could be felt at 
the knee or below on the day the patient left the 
hospital. The results of the operation were satisfactory 
up till the time of death or to the present in 20 pa- 
tients, or 47 per cent of the initial group. 

—Einer W. Johnson, Jr. 


Idiopathic Scoliosis During Adolescence and Child- 
hood (Scolioses essentielles pendant l’enfance et 
Padolescence). P. STAGNARA and J. Desprosses. Rev. 
chir. orthop., Par., 1960, 46: 562. 


From A sTupy of 607 patients treated for scoliosis, of 
whom 189 had surgical fusion, the authors analyze the 
end results in those patients who arrived at skeletal 
maturation and after omitting all external support. 
A curve of spontaneous evolution was used to evaluate 
the treatment during the evolutive phase. 

Conservative orthopedic treatment was used in pa- 
tients with a curve of 30 to 55 degrees before puberty. 
A series of 10 patients with very progressive disease, in 
whom treatment was started before puberty, shows 
that the treatment could neutralize the increase nor- 
mally to be expected and diminish the gibbosity. 

Surgical treatment is necessary for dorsal and dorso- 
lumbar curves of more than 55 degrees and a gibbus 
of more than 6 cm. The arthrodesis is carried out in | 
stage. 

For 18 months the authors have used the technique 
of Cauchoix and Cotrel. A strut graft of lyophilized 
calf bone is used at the concave side of the curve, to- 
gether with spongiosa from the crista iliaca. 

In 55 patients with an average curve of 81 degrees 
and operated upon at least 2 years earlier, orthopedic 
correction to 41 degrees was obtained. Preoperatively, 
the reduction was 34 degrees, and the final correction 
was 17 degrees. — Joseph C. Muller. 


Direct Approach to the Spine in the Treatment of 
Scoliosis (L’abord direct du rachis; sa place dans le 
traitement des scolioses.). Pot and HeEnrt 
Cuar.eux, Rev. chir. orthop., Par., 1960, 46: 595. 


ALTHOUGH POSTERIOR FUSION of the spine is the best 
known and safest procedure in the treatment of scolio- 
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sis, recent statistical data show 35 to 40 per cent of 
nonunions. Since a direct approach has been used for 
Pott’s disease it has been utilized for scoliosis as well. 
There are four groups of interventions: 

1. Enucleation of deformed vertebral bodies, hemi- 
vertebrae. The end results of removal of hemivertebrae 
in infants and children are almost uniformly disap- 

inting. 

2. Vi crt osteotomies. After the studies of verte- 
bral osteotomy in the treatment of ankylosing spondyli- 
tis some patients with scoliosis were treated by this 
technique. The posterior arch is resected and the inter- 
vertebral disc is sectioned. The operation is completed 
by a posterior bone graft. 

3. Stapling. Stapling of the intervertcbral discs has 
been performed by several surgeons with resultant 
improvement. It is carried out by the transpleural ap- 
proach in the dorsal spine and by the approach used 
for sympathectomy in the lumbar spine. The optimum 
age is between 2 and 4 years. 

4. Wedge resection of the vertebrae. After resection 
of a wedge at the convex side of the curve the main 
complication is nonunion, which produces an increase 
of the curve and significant kyphosis. The authors have 
used a personal technique to avoid this complication. 
Three or four vertebral bodies are resected in one 
stage. A wedge is resected from the bodies, the cartilag- 
inous plates of the vertebrae are removed with the 
intervertebral disc, and the growth cartilage of the pos- 
terior arch is resected as well. After operation, immo- 
bilization in traction with roentgenographic control 
every 10 days is necessary to correct the curves. 

Fourteen patients were operated upon, using the 
last-named technique. There were no operative deaths. 
In 7 cases conclusions are possible. The age of the pa- 
tient is the most important factor; the best result was 
obtained in a child of 7 years. 

Secondary deformities appeared above and below 
the osteotomized segment but never in the focus. This 
intervention should be performed rather earlier than 
later, and before the increase of the scoliosis at pu- 
berty. 

It is too early to completely assess the results. 

C. Mulier. 


Diagnostic Significance of Low Back and Sciatic Pain 
After Disc Operations (Diagnostische Ueberlegungen 
bei Kreuz- und Ischiasschmerzen nach Bandscheiben- 
operationen). E. Hipp. Zschr. Orthop., 1961, 94: 51. 


Mosr iNvEsTIGATORS believe that about 10 to 15 per 
cent of the patients operated on for disc conditions 
have recurrence of pain in the back and leg. A group 
of patients, who were operated on elsewhere, had the 
following symptoms: recurrent pain in the low back, 
paresthesia in the lower extremities, and occasionally 
bladder and bowel disturbances. The examination 
showed decreased sensation and disturbances of the 
reflexes as well as limited movements of the lower 
extremities. The electromyographic examination re- 
vealed changes in the excitability of the muscles. Oc- 
casionally, roentgenographic examination of the 
-~ showed degenerative changes of the articular 
‘acets. 


Myelography was performed in all of these patients. 
Abrodil was used to demonstrate the disease in the 
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lower spine. When changes in the upper spine were 
suspected a suboccipital gas myelography was used. 
These patients showed adhesions around the nerve 
roots and scar formation within the dural sac. 
—George I. Reiss. 


Reconstruction of Collateral and Cruciate Ligaments 
Employing Frozen Heterologous Tendon (La rico- 
struzione dei legamenti collaterali e crociati con ten- 
dine eteroplastico refrigcrato). C. Camurati and C. A. 
Azzint. Chir. org. movim., 1960, 49: 373. 


THIRTY-THREE PROCEDURES for reconstruction of the 
collateral and/or cruciate ligaments of the knee were 
performed from 1954 to 1960 at the Orthopedic 
Clinic of the University of Bologna Medical School, 
Bologna, Italy. A group of 16 patients in whom 
either autogenous skin or heterologous frozen calf 
tendon was employed forms the subject of this article. 
Autogenous skin was used in the first 5 patients of 
the series with standard techniques, but when the 
heterologous frozen tendon became available, this 
was the only material used for the procedure. The 
preference of the authors for this material is based 
upon its availability, great tensile strength, ease of 
handling, and its length which allows, whenever 
necessary, the simultaneous replacement of both 
the collateral and cruciate ligaments. All patients 
were seen after discharge from the hospital in periods 
of time ranging from 1 to 4 years. The results obtained 
were graded in three categories: excellent—complete 
stability of the knee, with full functional capacity and 
without lateral movements; good—complete stability 
but with some lateral movements; fair—persistence 
of instability of the knee of moderate degree and 
lateral movements. In 4 of the 5 patients in whom a 
skin graft was used, the results were excellent and in 
1, good. Of the 11 patients who had an heterologous 
frozen tendon inserted, 6 showed excellent results, 
3 good, and 2 fair. 

In concluding the article, the authors emphasize 
the suitability of the heterologous frozen tendon 
for this procedure and its superiority to any other 
material previously used for such reconstruction. 

—Riccardo Benvenuto. 


Observations on Nonunion of the Shafts of the Long 
Bones, with a Statistical Analysis of 842 Patients. 
Harotp B. Boyp, S. W. Lipinskt, and James H. 
Witey. 7. Bone Surg., 1961, 43-A: 159. 


THE AUTHORS present an analysis of their experience 
with 842 patients with nonunion of the shafts of long 
bones. Nine hundred and nineteen operations for non- 
union were performed and 1,013 bone-grafting pro- 
cedures employed. The incidence of failure in all of 
the bone grafting procedures was 13.5 per cent and 
the ultimate incidence of failure for the 842 patients 
was 6 per cent. There were 790 patients or 94 per cent 
who eventually obtained union. 

The predisposing causes of nonunion were infec- 
tion, interruption of the blood supply to the bone, 
lack of contact of the bone ends, and inadequate fix- 
ation, either internal or external. Nonunion is rare in 
children and most of the patients were between 22 and 
38 years of age. Sex played little part. Osteogenesis 
was essential for healing as was contact between the 


13 

1- 

h 

le 

is 

2 

0 

a 

of 

d 

\ 

1 

t 

y 

t 

f 

| 

j 

| 


180 International Abstracts of Surgery - August 1961 


bone ends and good fixation. Compression, while not 
essential, was desirable. 

The method of treatment selected played little part 
providing it entailed proper surgical judgment and 
performance. The series was weighted in favor of the 
onlay graft, this method being used in 63 per cent of 
the cases. Homogenous and autogenous grafts were 
used separately or in combination. The incidence of 
union was 18 per cent higher with autogenous grafts. 
Infection was the major cause of failure in the tibia 
and bones of the forearm and inadequate fixation or 
fracture of the graft in fractures of the humerus and 
femur. Thirteen amputations were necessary in this 
series, all because of recurrent, uncontrollable 
infection. 

The choice of procedure varied with the patient’s 
circumstances and the judgment and decision of the 
surgeon. Medullary fixation with cancellous bone at 
the site of the nonunion appeared to be best in the 
middle third of the femur, the humerus, and the ulna. 
The onlay cortical graft or metal plate with additional 
cancellous bone was best in nonunion of the tibia, 
lower third of the femur, humerus, radius, and ulna. 
The Phemister graft was successful in 94 per cent of 
the patients in whom it was used. If good judgment 
was used in the selection of the method, the prognosis 
was quite similar regardless of which method was 
followed. —Donald C. Geist. 


MUSCLES AND TENDONS 


A Light and Electron Optical Study of Regenerating 
Tendon. R. Peacu, G. and J. A. CHap- 
MAN. Am. 7. Path., 1961, 38: 495. 


TENDONS OF THE EXTREMITIES Of guinea pigs were 
studied during regeneration. The tendons on the 
posterior aspect of the inferior extremity, such as the 
achilles and long flexor of the toes, were exposed. 
The tendons were divided near their proximal origin 
in muscle and distal insertion in bone. The animals 
were then sacrificed in pairs at intervals of 4 days to 6 
months after operation. 

Histologically, by the fifth day, the connective tissue 
cells were organized into cellular sheets invading the 
clot from all sides, particularly from the proximal 
and distal extremities. By the seventh day the exudate 
was largely replaced by new connective tissue in 
which the predominant fibroblasts were of the round 
form. The histologic picture after 6 weeks was one of 
fibroblasts giving an appearance of elongation with 


eosinophilic cytoplasm. By the end of 6 months the 
connective tissue closely resembled normal tendon, 

By electron microscopy it was observed during the 
early stages, 4 to 5 days, that the granulation tissue 
contained regions of structureless extracellular space. 
Collagen fibrils and remnants of the fibrin clot were 
identified. Two types of fibroblasts were observed, 
the A fibroblast and the B fibroblast. The A fibroblast 
corresponded to the migratory cells and the B type 
corresponded to the synthesizing cells. Type A fibro- 
blasts were found only in the very early stages at 4 to 
5 days and usually at the edge of the fibrin clot. The 
type B fibroblasts were found in greater numbers in 
the deeper aspects of the tissue, their appearances 
varying considerably. 

The findings appear to indicate that in this process 
of connective tissue repair, the fibroblast undergoes a 
cyclic change from a resting to a resting state via 
migratory and synthesizing phases and that these 
changes in function are reflected in the fine structure 
of the cell. — John Robert Close. 


Digital Flexor Tendons—III, The Fate of Autogenous 
Digital Flexor Tendon Grafts. W. K. Linpsay and 
E. P. McDoueca tt. Brit. 7. Plast. Surg., 1961, 13: 293, 


THE CHICKEN’S FOOT was used because of the ana- 
tomic similarity of its digital flexor mechanism to that 
of the human. Sixty-five grafting procedures were 
performed using a graft from the opposite foot. The 
synovial sheath and fibrous tunnels were excised in 
early operations, but part of the tunnels were left in 
later experiments. The sublimis tendon was removed. 
The profundus was removed, and the graft sutured in 
place with the Bunnell wire and button at its insertion 
and with the continuous Bunnell suture proximally. 

About 450 sections were examined which were 
taken from 2 days to 9 months after the operation. 
The findings are described in detail. 

At the sutured ends, the initial loss of cells is more 
marked. Granulation tissue quickly forms between 
host and graft. Within 2 weeks migration of fibro- 
blasts into both stump and graft is seen. There follows 
disappearance of old fibers and formation of new small 
fibers. Gradually orientation and maturation of this 
tissue takes place. 

The authors state their findings were like those of 
Mason and Shearon (1932) who emphasized the 
variability of chronological and cellular changes but 
who thought that most of the graft survived. 

—Preston 7. Burnham. 
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SURGERY OF THE VASCULAR SYSTEM 


BLCOD VESSELS 


Clinical Study of Angiographic Anatomy (Studi di 
anatomia radiologica angiografica sul vivente). C. DE 
Luca and N. bE Serio. Radiol. med., Milano, 1960, 
46: 1074. 


Tuis ARTICLE is the fifth of a series concerning the 
angiographic anatomy of the human vascular tree. 
The appearance of the paired visceral branches of the 
abdominal aorta as studied by angiography in 50 
normal subjects is presented. The middle suprarenal 
arteries were visualized in 2 of the 50 individuals and 
in 1 of them it was present only on the right. In both 
cases the arteries divided in 2 terminal branches. The 
renal arteries were visualized in 22 of 24 subjects. The 
origin of the right renal artery was located from the 
first to the third lumbar vertebrae, being in 95 per 
cent of the cases at the level of the first; the origin of 
the left renal artery was located from the first to the 
second or third lumbar vertebrae, being in 91 per 
cent of the cases at the level of the first. The direction 
was horizontal in 50 per cent, downward in 36 per 
cent, and upward in 13 per cent of the cases. 

The average length of the right renal artery was 
4.5 cm. and of the left artery 4 cm. The diameter 
was 4.3 mm. for the right and 4.5 mm. for the left. 
Collateral vessels were visualized in 26 per cent of the 
cases. In 1 patient the genital artery originated as a 
collateral branch of the renal arteries. These were 
visualized down to the second and third order 
branches in all but 2 cases. In 1 case a double right 
renal artery was noted, and in another an accessory 
right renal artery was present. The genital arteries 
were visualized in 10 of 28 subjects. The visualization 
was bilateral in 6 cases, left unilateral in 3, and right 
unilateral in 1. Seven of the subjects were men and 3 
were women. The origin of the genital arteries was 
found from the first to the second or the third to the 
fourth lumbar vertebrae. In 1 case the site of origin 
was not clearly visualized. The direction was down- 
ward and medially in all cases. The length ranged 
from 17 to 30 cm. with an average of 21.7 cm. on both 
sides. The average diameter was 0.8 mm. The col- 
lateral vessels visualized were the artery of Heller in 1 
case and a branch to the pelvic ureter in 2 cases. 

— Maria Serratto. 


The Treatment of Coarctation of the Aorta with 
Isthmotomy and Plastic Reconstruction of the Isth- 
mus (Die Behandlung der Aortenisthmusstenose mit 
der Isthmotomie und Isthmusplastik ). Horst 
Deut. med. Wschr., 1961, 86: 72. 


Tue Necesstry for early correction of coarctation of 
the aorta is generally recognized. Although the ideal 
period of repair is somewhere between 12 to 16 years 
of age, in certain cases correction before the age of 1 
year is indicated. A prestenotic patent ductus ar- 
terlosus or bronchial artery will transmit the increased 
aortic pressure to the pulmonary circulation, resulting 
in serious pulmonary complications. 


The authors excised the coarcted segment in 7 pa- 
tients, bridging the defect with a homotransplant in 3 
and a dacron graft in 4 instances. In 14 patients a 
plastic repair, namely widening of the proximal por- 
tion of the aorta was utilized either with or without a 
graft. The procedure consisted of a lateral anastomosis 
after incision of the proximal and distal segments of 
the aorta adjacent to the stenotic area. The narrowed 
aortic segment was included in the repair. A second 
procedure consisted of a longitudinal incision through 
the narrowing with suture of an oval shaped piece of 
prosthetic material into the defect. 

The age of the patients ranged from 8 to 46 years. 
The oldest patient was the only fatality. 

Equalization of arm and leg pressures was accom- 
plished in all cases but 1. Plastic procedures as de- 
scribed are contraindicated in patients with athero- 
matous or septic vegetations in the coarcted segment. 

—Karel B. Absolon. 


A Review of 7 Years’ Experience with Excision and 
Graft Replacement in 150 Ruptured and Unru 
tured Aneurysms of the Abdominal Aorta. Paut F. 
Gryska, C. GENE WHEELER, and Rosert R. Linton. 
N. England 7. M., 1961, 264: 639. 


IN THE 7 YEAR PERIOD from 1953 to 1960, elective re- 
section with graft replacement was performed on 124 
patients with abdominal aneurysm. Over-all mor- 
tality was 9.6 per cent; the mortality was only 6.1 per 
cent in the last 66 cases. 

During this time, 26 additional patients with rup- 
ture of an abdominal aneurysm were treated. Surgical 
mortality was 58 per cent. Half of the 26 patients had 
a history of less than 24 hours, and only 6 were aware 
of the presence of an aneurysm prior to rupture. 
Gradual aneurysmal expansion may produce mild 
abdominal or low back pain. When this progresses to 
acute edema of the aneurysm the pain becomes 
severe, and frank rupture leads to collapse. Seven pa- 
tients were in a state of shock on entry, 8 were in com- 
pensated shock, and 11 were stable. Twenty-two pa- 
tients had definitely palpable abdominal masses. The 
diagnosis becomes obvious if the examiner finds the 
triad of hypotension, abdominal mass, and excruciat- 
ing pain in the back, abdomen, or flank. The degree 
of pain and the condition of the patient indicate the 
stage of rupture. 

After venous cannulas are placed and both bank 
and fresh blood made available, the patient is taken 
promptly to surgery. When control of the proximal 
aorta is secured, the blood volume is restored, and the 
aneurysm is resected. Four of the patients in shock on 
entry improved before operation. Six went into shock 
after admission and only 1 survived operation. Eleven 
patients in the group survived and all had been stable 
or compensated before operation. There were no 
survivors if cardiac arrest occurred, as in 6, or if the 
patient became anuric, as in 6. 

Despite its size or symptoms, an abdominal aneu- 
rysm carries a completely uncertain prognosis. Since 
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rupture is the culmination of its life history, all pa- 
tients with an aortic aneurysm should be considered 
for excision and grafting. The salvage rate, 42 per 
cent, is much lower once rupture has occurred. 

— James F. Mongé. 


Centrally Located Venous and Arterial Ectasias 
Associated with Arteriovenous Aneurysms of Long 
Duration (Zentrale Gefaessektasien bei lange beste- 
henden arteriovenoesen Fisteln). J. Vottmar. Langen- 
becks Arch. klin. Chir., 1960, 294: 627. 


Wiu1aM Hunter was the first to observe widening 
and tortuosity of an artery central to an arteriovenous 
aneurysm. The magnitude of the venous or arterial 
enlargement depends on the volume of the blood 
shunted through the arteriovenous communication. 
Even in peripherally located fistulas progressive en- 
largement of the corresponding artery and vein may 
result and include the abdominal or even the thoracic 
aorta. The author includes the case histories of 2 
patients in whom he noted such changes years after 
repair of arteriovenous fistulas of the extremities. 
One patient died of a missed aneurysm of the aorta. 

The pathogenesis of the vessel changes appears to 
be a circulatory adaptation to a decreased peripheral 
resistance resulting from the arteriovenous aneurysm. 
Such compensatory changes are part of a vicious cycle; 
with increased flow progressive dilatation of the vessel 
will develop. 

Even though cardiac hypertrophy or associated 
dilatation due to an increased cardiac output will 
regress after operative correction of an arteriovenous 
fistula, vessel changes once developed tend to progress. 
In long standing arteriovenous fistulas, therefore, 


sequential changes such as venous or arterial aneurysms 
should be sought. If present a careful follow-up is 
indicated as correction might be advisable. 

—Karel B. Absolon. 


Chronic Atherosclerotic Occlusion of the Femoral 
Artery. Danie, C. ScuHapt, Epcar A. Hines, JR., 
Joun L. JuerceNs, and Netson W. Barker. 7. Am. 
M.Ass., 1961, 


Tue 5 YEAR SURVIVAL RATE for 422 patients having 
chronic atherosclerotic occlusive disease of the femoral 
artery was 54 per cent for the diabetic patients and 76 
per cent for the nondiabetic group. Ischemic ulcera- 
tion without gangrene occurred in 12 per cent of the 
diabetic and in 5 per cent of the nondiabetic group; 
gangrene had developed in 40 per cent of the diabetic 
and in 9 per cent of the nondiabetic patients. Inter- 
mittent claudication was the predominant symptom on 
initial examination. Amputation was required in 27 
per cent of the diabetic but in only 7 per cent of the 
nondiabetic patients. Factors that are considered es- 
sential in the selection of diabetic and nondiabetic pa- 
tients for surgical treatment to restore blood flow in the 
femoral artery are presented. 


A Simple Technique for Retrograde Embolectomy 
(L’embolectomie rétrograde. Technique simplifée et 
résultats). Nicotas Orconomos. 7. Chir., Par., 1961, 
81: 185, 


OnLy a minor number of the embolectomies reported 
in the literature have been approached in a retro- 


grade way. Various instruments, at times inadequate, 
have been employed for this approach. At the Surgical 
Center of the Polyclinic of Athens, Greece, retro. 
grade embolectomies have been routinely carried out 
by means of a specially designed instrument consisting 
of a venous stripper with an olive shaped end. This is 
introduced into the artery, usually the femoral artery 
at the Scarpa triangle, and easily directed upstream 
until the head of the embolus is overcome. At this 
moment, signaled by the feeling of transmitted 
pulsation, the instrument is slowly retracted, carrying 
along the entire embolus, trapped below the olive 
head. 

Various sizes of olive heads are available, from 2 to 
10 mm. in diameter, and the one selected should be 
approximately 2 mm. smaller than the artery embo- 
lized. This technique is particularly recommended in 
patients in serious general conditions, which is fre- 
quently the case, because it is simple, quick, requiring 
about 20 to 30 minutes in all, and nontraumatic and 
requires only local anesthesia. Also, in spite of the 
friability of the clot, the embolectomy is complete 
more often with this method than with the direct ap- 
proach and may be repeated in recidivous cases. 
When the embolus is at the aortic bifurcation it may 
be attacked from both femoral arteries simul- 
taneously. 

Ten such patients have been operated on by the 
technique described and in all patients the obstruc- 
tion was successfully removed. Two patients died 
within 24 hours from the embolectomy, but this was 
performed more than 48 hours after the acute onset, 
and their general conditions were very serious. Two 
others underwent a lower leg amputation at a later 
date for thrombotic complications. Finally, 2 other 
patients died months later from unrelated causes and 
their autopsies showed the aortic bifurcation, site of 
the embolus, free from any sign of surgical trauma. 

—Giuliano Di Bartolo. 


Surgical Approach to the Great Cervicomediastinal 
Vessels (Abord des gros vaisseaux cervico-médiast- 
inaux). J. MaTHEy and J.-M. Cormier. 7. chir., Par., 
1960, 80: 585. 


THE SURGICAL APPROACH to the cervicomediastinal 
arterial trunks is not easy because it requires a large 
exposure which is made arduous by the local anatomic 
conditions. The cervicosternotomy suggested by the 
authors consists of an L shaped incision in the supra- 
clavicular region: one arm of the L runs parallel to 
the anterior margin of the trapezius muscle and joins 
the other portion of the incision. This portion pro- 
ceeds along the clavicle, 1 cm. above its upper border, 
up to the sternum. A cutaneous flap, including the 
platysma, is developed toward the midline. Sever- 
ance of the sternocleidomastoid muscle 1 cm. from 
its insertions, of the homohyoid, if necessary, and of 
the anterior scalene muscle exposes the subclavian 
artery. The pectoralis minor and subclavius muscles 
are severed and finally the clavicle is cut with a Gigli 
saw. This exposes the entire axillary-subclavian axis. 
The third step of the approach consists of a total 
vertical sternotomy, if the deep aspect of the sternum 
is free, or a partial sternotomy associated with an 
anterolateral thoracotomy, if the sternum is involved 
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by the lesion. This incision is linear, not mutilating, 
and easy to Close. 

The sternotomy should be performed as the last 
step after the proximal and distal segments of the 
vessel have been adequately controlled. The surgical 
approach to the intrathoracic portion of the left sub- 
clavian is the most difficult. According to the location 
and type of disease a posterolateral thoracotomy or, 
more often, a cervicothoracic route should be ade- 
quate. — Michele A. Chiechi. 


Surgical Treatment of Hypertension Due to Renal 
Vascular Lesions, E. F. PourassE, HARRIET DusTAN, 
Irvine H. Pace. Med. Clin. N. America, 1961, 45: 479. 


THE AUTHORS report their experience between 1955 
and 1960 in the surgical treatment of hypertension due 
to renal vascular lesions. They believe that renal 
arteriography is the only reliable means of diagnosing 
renal artery lesions. They recommend performing 
arteriography in hypertensive patients less than 35 
years of age, in those with malignant hypertension 
who are more than 60 years old, in patients with sud- 
den onset of malignant hypertension, and in those 
whose previously mild hypertension rapidly becomes 
more severe. The authors studied 427 patients who 
fulfilled these criteria, and of these 131 were found to 
have occlusive lesions in the renal arteries. 

Only patients with focal disease were operated upon, 
80 patients. In these cases the pathologic findings were, 
in order of decreasing frequency: atherosclerotic 
plaques, mural fibrosis, idiopathic thrombosis, fibro- 
muscular hyperplasia, idiopathic stenosis, and lastly, 
dissecting aneurysm. Bilateral disease was found in 17 
patients, and the lesion was located in a branch of the 
main or accessory renal artery in 9 patients. The pa- 
tients were treated by total or segmental nephrectomy, 
renal artery resection and splenorenal anastomosis, 
aortorenal graft, endarterectomy, and dilatation. 

The authors did not break down the results of surgi- 
cal treatment as to type of operation, but in this group 
of 80 patients, 10 postoperative deaths occurred. Blood 
pressure fell to normal in 39 patients, diastolic pressure 
was lowered in 10 patients, and some change occurred 
in 12. Relief of diastolic hypertension occurred in 70 
per cent of the surgically treated patients. 

—Richard E. Gardner. 


Angiographic Observations on Arteriosclerotic Venop- 
athy of the Inferior Vena Cava. Ropert A. 
SCHOBINGER, Angiology, 1961, 12: 98. 


It HAS BEEN recognized for some time, particularly 
since the advent of excisional therapy for aneurysm, 
that the vein accompanying an arteriosclerotic artery 
may be strongly adherent to its arterial companion. 
In this study this is further demonstrated by arterio- 
grams and venograms performed at the same sitting 
on parallel vascular channels. In fact, some veno- 
grams did reveal alterations which by all criteria had 
to be interpreted as representing areas of localized 
thrombosis adjacent to foci of arteriosclerosis. Intra- 
osseous pelvic venograms and inferior cavograms 
demonstrated these changes in the pelvic veins and 
inferior vena cava. 

Arteriosclerotic venopathy is characterized by (1) 
arteriosclerosis, and either (2) partial or complete 
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occlusion of a vein adjacent to a focus of arterio- 
sclerosis, or (3) a more or less permanent functioning 
of pre-existing arteriovenous shunts. Points 1 and 2 
can occur at all levels, whereas point 3 is limited to 
the periphery. One of the prominent clinical features 
of this entity may be pulmonary emboli from mural 
thrombi in the inferior vena cava. Intraosseous 
venography by the injection of contrast material into 
the iliac crests or spinous processes is the preferable 
method for demonstrating changes in the pelvic 
veins and inferior vena cava when there is the possi- 
bility of the venous route being blocked by phlebitis. 
—George R. Holswade. 


Injuries of the Vena Cava Caused by External 
rauma. Joun L. Ocusner, E. STANLEY CRAWFORD, 
and Micwaet E. De Baxey. Surgery, 1961, 49: 397. 


LaceErRattons of the vena cava as a result of external 
trauma usually cause death and only 22 successfully 
treated patients are reported in the literature. This 
report is based on 85 patients with injuries of the vena 
cava who were admitted to the Jefferson Davis Hos- 
pital, Houston, Texas during a 14 year period. Only 
39, 45 per cent, reached the hospital alive. The caval 
injuries resulted from gunshot, stabbing, and crushing. 
In most cases there «vere extensive injuries to adjacent 
organs, such as the heart, thoracic aorta, pulmonary 
vessels, and lung with injuries to the superior vena 
cava, and the abdominal aorta, liver, spleen, kidney, 
pancreas, stomach, and intestine with injuries to the 
inferior vena cava. Although Jeath was usually re- 
lated primarily to secondary organ injury, the pres- 
ence of this type of lesion did not prevent survival in 
some cases. 

Lacerations associated with continued hemorrhage 
should be repaired, but hematomas surrounding a 
caval injury which has stopped bleeding should 
neither be explored nor repaired, particularly when 
the laceration is located in an inaccessible area, such 
as beneath the liver. Lacerations at and above the 
level of the renal veins should be repaired and venous 
flow maintained. If the patient lives to reach the hos- 
pital, these lesions are usually small and can be re- 
paired by direct suture or by insertion of patch grafts. 
Either repair or ligation proved equally effective for 
lacerations of the inferior vena cava below the renal 
vein. 

Early operation within 1 to 2 hours was carried out 
in each case. The only patient with injury to the 
superior vena cava to be operated upon survived, and 
16 of 37 cperated upon patients with injuries of the 
inferior vena cava survived. —George R. Holswade. 


Chronic Venous Insufficiency of the Lower Extremity. 
Joun J. CRANLEY, Raymonp J. Krause, and Epwarp 
S. Strasser. Surgery, 1961, 49: 48. 


CHRONIC INSUFFICIENCY is secondary to incompetent 
venous valves, which lead to a state of hypertension in 
the venous system on ambulation. The superficial 
veins may be involved, as in varicose veins, or the 
primary disease may be in the deep venous system. 
Contraction of the muscles of the extremity acts to 
propel the blood toward the heart, and the efficiency 
of this “‘ venous heart” depends on the competency of 
the valves in the venous system. This mechanism is 
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lost when the valves become incompetent, and the 
degree of failure appears to be a function of the 
number of the incompetent valves. As a consequence 
of this valvular incompetence, distention of the veins 
in the extremity, gravitational edema, increase in 
capillary permeability, and the formation of pigmen- 
tation of the skin and of dense scar tissue in the in- 
volved tissues occur. The overlying skin becomes thin 
and atrophic, and eventually ulceration completes 
the picture. This report is concerned primarily with 
the management of venous insufficiency, but varicose 
veins without the secondary changes in the skin and 
subcutaneous tissues are excluded. 

The patients are divided into two groups, those 
with and without ulceration. In the latter group, the 
vast majority were treated with only external com- 
pression by use of an elastic stocking, and the results 
both in patients with varicose veins and those with 
deep venous insufficiency were excellent. In the 
group with ulceration there were 595 extremities in- 
volved in 498 patients. A reliable history of the onset 
of difficulties with the leg was elicited in 543 instances. 
Varicose veins were responsible in 156, deep venous 
thrombosis in 347, and probable silent venous 
thromboses in the remaining 40. In approximately 
half the cases of deep venous thrombosis, trauma, 
childbirth, or operation appeared to be important 
contributing causes. : 

The management of these cases of venous insuf- 
ficiency with ulceration must first be approached from 
the standpoint of healing the ulceration. Bed rest with 
elevation of the limb above the level of the heart is 
inevitably successful, but is very expensive. Much 
more practical is the use of a pressure bandage which 
can be worn for up to 2 weeks before changing. The 
bandage permits the patient to continue ambulation 
and his usual daily activities as the ulcer heals. This 
method was used in 80 per cent of the cases. In some 
circumstances, particularly with advanced age, skin 
grafting of the ulcer may be a preferred method of 
obtaining initial healing. If this method is elected, the 
ulcer should be widely excised with removal of the 
scar tissue and the deep fascia and the graft be placed 
directly on muscle and tendons. 

Definitive treatment, after healing of the ulcera- 
tion, may be either surgical or conservative. The 
surgical treatment consists of removal of the long 
saphenous vein from the metatarsals to the groin and 
the short saphenous from the lateral aspect of the foot 
to the knee. All secondary varicose veins are removed 
when ulceration has been caused by incompetency of 
the deep venous system. Subfascial division and liga- 
tion of the communicating veins on the mediai aspect 
of the leg must be added. In addition division and 
ligation of the superficial femoral vein may be per- 
formed, as was done in the early cases in this series, 
although more recently this latter step has been 
omitted. Postoperatively the use of compression with 
elastic bandages is essential. The patient ambulates 
early. After healing is complete, heavy-weight elastic 
stockings are fitted to the extremity, and the patient 
is encouraged to resume his normal activities. By and 
large these elastic stockings should be worn perma- 
nently. Slough along the line of incision of the sub- 
fascial ligation is an occasional complication, and is 


best treated by immediate excision of the necrotic tis. 
sue and skin grafting. 

Conservative treatment consists in the wearing of 
heavy-weight elastic stockings and elevation of the 
foot of the bed in those cases in which residual swelling 
of the extremity is apparent in the morning when the 
bed is left flat. In general surgical treatment has been 
urged for those with the most severe disease, and 
conservative treatment for those with lesser degree of 
venous insufficiency. 

The ulcers in 97 per cent of these patients were 
healed initially. In 15 per cent of those treated con- 
servatively recurrent ulceration developed. The re- 
currence rate after surgical treatment was 12.5 per 
cent and was considerably higher in those patients 
with incompetency of the deep venous system. 

—E. Thomas Boles, jr. 


LYMPHATIC VESSELS AND NODES 


Lymphangiograms; Their Diagnostic and Thera- 
eutic Potential. SwNney WALLACE, Lairp Jackson, 
URTON SCHAFFER, JOHN GouLp, and Others. Radi- 

ology, 1961, 76: 179. 


‘THE AUTHORS REPORT their experience with lymphan- 
giography, the roentgenographic demonstration of 
the lymphatic system by intralymphatic injection of 
contrast material. The method described applies to 
both upper and lower extremities. Details of the 
method are outlined and the study is a report of the 
authors’ results in lymphangiographic study of 110 
patients; 207 extremities were injected. One hundred 
and seventy-four of these were lower extremities and 
33 the upper. 

The lesions studied were carcinoma in 54, lym- 
phoma in 28, edema in 12, infection in 5, and other 
conditions in 11. The complications noted in the cases 
studied were lymphangitis, lipogranuloma, and febrile 
response; a theoretically possible complication was 
further spread of tumor emboli as a result of lym- 
phangiography, and the possibility of iodine sensitivity. 

The authors believe that lymphangiography can be 
used to determine the general type and extent of 
disease processes; as a guide to lymph node dissection; 
in radiation therapy for portal placement; and in both 
roentgenotherapy and chemotherapy to assess the 
response to treatment of patients. 

—Gordon F. Madding. 


Radiographic Studies of the Lymphatic System. 
Rosert Bower, Demetrios Tz1ros, JosepH N. 
Despas, and Joun M. Howarp. Surgery, 1961, 49: 59. 


THE TECHNIQUES of visualization of the lymphatic sys- 
tem roentgenographically by lymphangiography and 
lymphandenography are described. Direct sky blue 
dye, 0.3 ml., is injected into the subcutaneous tissue 
in each interdigital space of the foot to be examined. 
Under local anesthesia a skin incision is then made 
proximally on the dorsum of the foot, and from 2 to 4 
lymphatic vessels can usually be identified which are 
of sufficient size for injection. Fifty per cent hypaque 
solution, 5 c.c., is then injected with a No. 27 or 30 
hypodermic needle. Roentgenograms are taken im- 
mediately after completion of the injection and 1 
minute later. 
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The lymph nodes can be satisfactorily visualized by 
injection of radiopaque solution into an afferent ves- 
sel distal to the node. This technique poses certain 
technical problems, and a technique for direct injec- 
tion of the radiopaque solution into the substance of 
the node has been developed. Ten to 20 c.c. of 50 per 
cent hypaque are injected slowly over a period of 
several minutes with a small hypodermic needle, and 
serial films are taken. 

Experimental studies are described in which the 
lymphatic system of a dog is visualized by injection 
of 8 to 10 c.c. of radiopaque solution into peripheral 
lymph vessels. The lymphatic channels in the leg, in 
the hind limb, abdomen, and chest are illustrated. 

In a clinical study, 19 patients who had regional 
edema of one or both legs were investigated. Fourteen 
had primary disease in the peripheral venous system, 
3 had primary lymphedema, and 2 had edema on the 
basis of nodal metastases. There were 8 patients with 
varicose veins, and the lymphangiograms were normal 
in 5. Three of the patients with clinic edema of many 
years duration showed abnormalities in the peripheral 
lymphatic system. Two patients with postphlebitic 
syndrome were studied, and the lymphangiograms 
showed abnormal changes in the lymphatic vessels, 
most marked in the area of obvious soft tissue changes 
in the lower leg. Four patients with thrombophlebitis 
were studied by this technique and the lymphangio- 
grams in all showed all were essentially normal. 

Two patients with proved metastatic carcinoma to 
inguinal lymph nodes with concomitant edema of the 
leg were studied. One patient who had had massive 
edema of the leg for 1 year showed grossly abnormal 
lymphatic channels with tortuosity, fragmentation, 
and abnormal passage of the dye into the perivascular 
tissues. The second patient with less severe edema 
showed no abnormalities of the lymphatics. 

Three women with primary lymphedema of 1 or 
both legs for 1.5 to 28 years were studied. Slow trans- 
port of the dye into afferent lymph channels was 
demonstrated. Dilatation occurred when the contrast 
material was injected and finally extravasation of the 
dye through the needle opening. In only 1 was it 
possible to obtain successful visualization of the 
lymphatics and these showed dilatation, tortuosity, 
and fragmentation and 1 a definite area of obstruc- 
tion. 

Preliminary studies using this technique in the 
postmastectomy arm and for visualization of retro- 
peritoneal lymph nodes and lymphatics are also 
briefly presented but without any definite conclusions. 
The authors believe that this technique may offer a 
very valuable tool for the study of diseases manifested 
by chronic regional edema. —E. Thomas Boles, Jr. 


RETICULOENDOTHELIAL SYSTEM 


Effects of Splenectomy on Red-Cell Production in 
Myelofibrosis, G. WETHERLEY-MEIN, N. F . JONEs, and 
J. M. Putan. Brit, M. J., 1961, 1: 84. 


Tue spLeeN has been considered an important site of 
erythropoiesis in patients with myelofibrosis and its 
removal has been thought contraindicated. However, 
there have been reports of successful splenectomy in 
this condition. This report describes 2 cases of myelo- 
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fibrosis which demonstrated increased red cell pro- 
duction after splenectomy. 

Prior to operation it had been impossible to main- 
tain a reasonable hemoglobin level in these patients 
even with frequent blood transfusions. The spleen 
was markedly enlarged in both, and rib biopsy showed 
increase in reticulin fibrils and collagen in the mar- 
row with only occasional foci of erythropoietic cells. 
Radioactive iron utilization and surface counting 
studies demonstrated reduced red cell production, 
and radioactive chromium red cell survival was re- 
duced due to hemolysis. 

After splenectomy the hemoglobin levels were 
maintained above 11 gm./100 ml. without further 
therapy for 14 months in 1 patient and for more than 
3.5 months in the other. The cause of death was 
bronchogenic carcinoma with widespread metastases in 
1 and unexplained obstructive jaundice in the other. 
Isotope studies showed an increase in erythropoiesis to 
almost normal levels and no evidence of shortened red 
cell life. 

In myelofibrosis the spleen may be important not 
only in red cell destruction but also may inhibit 
erythrocyte production elsewhere in the body. Both of 
these patients had scattered islands of red cell pre- 
cursors in the bone marrow and this fact may have 
prognostic value. Failure to find any evidence of 
erythropoiesis in the marrow may indicate that no in- 
crease in red cell production can be expected after 
splenectomy. The indications for splenectomy in 
myelofibrosis are still uncertain, but increasing dif- 
ficulty because of aplastic anemia bears considera- 
tion, in addition to the usual ones of uncontrollable 
hemolytic anemia and persistent thrombocytopenia. 

— James F. Mongé. 


BLOOD AND TRANSFUSIONS 


Experimental Investigations of the Effect of a Poly- 
carboxylic Acid Preparation on Coagulation. H. 
Scuinbter. Irish J. M. Sc., 1961, ser. 6: 20. 


AccorDING to recent hypotheses, blood coagulation 
takes place continuously intravascularly, and the 
fibrin film which forms protects and has an anti- 
permeable effect on the vascular endothelium. The 
continuous disintegration of the platelets with libera- 
tion of coagulation-active substances and fibrin forma- 
tion is opposed by continuous and dependable 
neutralization of the reaction products from the 
coagulation factors. Hemorrhage caused by anti- 
coagulants develops with increasing inhibition of 
blood coagulation, and can be explained by the loss 
of the antipermeable coating of fibrin on the endo- 
thelium. 

The principal effect of the coumarins is an anti- 
vitamin K action with the displacement of this vita- 
min from the prosthetic group of an enzyme necessary 
for the synthesis of prothrombin. There is an increase 
in clotting time and thrombus formation time as a re- 
sult. Heparin, a mucopolysaccharide derivative, acts 
as an antithrombokinase, an antiprothrombin, and an 
antithrombin, and may have its effect by activating 
fibrinolytic enzymes. 

A tricarboxylic-ammonium preparation has been 
evaluated as an anticoagulant and appears to have 
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several advantages. The anticoagulant effect seems to 
be the result of the steric behavior of the carboxyl 
groups and in part is manifested by calcium antago- 
nism. Particularly when an initial thrombotic state is 
present, there is a significant increase in the clotting 
and thrombus formation times. In addition, when 
used in high concentrations, there is a fibrinolytic 
effect. The maximum thrombus elasticity is reduced, 
probably resulting in the softening of a thrombus. 
Intramuscular injections cause a depot effect. No side 
effects were observed even when high concentrations 
were administered. The preparation has a wide 
therapeutic range, and laboratory controls are not 
necessary even with extended use. Clinical studies are 
not included in the present report. 
—Stuart L. Scheiner. 


Changes in Blood-Coagulation Due to Perfusion for 
Cardiac Surgery. N. G. Roruniz, A. G. NorMAN, 
Muriet STEELE, and J. B. Kinmontn. Brit. 7. Surg., 
1960, 48: 272. 


THIS ARTICLE is from the surgical section of the St. 
Thomas Hospital Medical School, London, England. 
It probes the difficulties encountered with breakdown 
of the clotting mechanism after prolonged extra- 
corporeal circulation. Eight patients and 30 dogs 
were perfused for 1 to 1.5 hours and form the experi- 
mental data for the report. In .particular the neu- 
tralization of heparin, the numbers of platelets, the 
fibrinogen concentration, and the prothrombin time 
were the factors considered. The details of the test 
methods in measuring these various factors are given. 

The results show that with the use of adequate 
amounts of polybrene, satisfactory complete neu- 
tralization of the heparin employed during the per- 
fusion can be obtained. These studies show, as well, 
that apparently there is a loss or destruction of 
platelets of between 30 and 50 per cent during such 
perfusion. There appeared to be a slight reduction in 
concentration of fibrinogen with perfusion but in none 
of the instances was this sufficient to prevent normal 
hemostasis or coagulation. Generally, there did not 
appear to be any increase of fibrinolysin or defibrina- 
tion after perfusion. By the 1 stage prothrombin time 
there did not appear to be significant decrease in the 
prothrombin activity of the blood after perfusion of 1 
to 1.5 hours. 


It is suggested that these various factors be measured 
in the event of any difficulty with clotting after oper- 
ation and appropriate therapy then be given. 

—Robert W. Williams, 


An Experimental and Clinical savetiagyiiee of a New 
Hemostatic Absorbable Gauze. G. H. JANTET and 
Cuartes Ros. Brit. 7. Surg., 1960, 48: 270. 


THE SURGICAL UNIT of St. Mary’s Hospital, London, 
England was the site of this study on a new type of 
hemostatic gauze made from oxidized regenerated 
cellulose. The material was evaluated experimentally 
by implantation in four different sites in albino rats, 
The sites were (1) subcutaneous tissue of the ab- 
dominal wall; (2) intraperitoneal space; (3) within 
the muscle substance of the rectus abdominis; and (4) 
within the liver itself. 

The animals were sacrificed at varying intervals 
from 1 day to 15 days and autopsy was performed on 
each animal to assess the degree of absorption and 
reaction both macroscopically and by microscopic 
sections prepared from the material. It was found that 
reaction was quite minimal and that absorption oc- 
curred rapidly from all sites except from the liver. 
Here, absorption was somewhat slower and a slight 
encapsulation occurred: However, with sufficient 
time this too disappeared completely. 

Clinically, the material was used in 14 separate 
surgical procedures and was found to be a very satis- 
factory hemostatic agent. The material did not appear 
to cause any local reactions of significance except in 1 
instance in which a small area of the wound overlying 
the gauze itself broke down in a radical mastectomy 
procedure. This was believed to be probably related 
to too large a bulk of the gauze having been used, re- 
sulting in tension on the skin flaps. In 2 instances in 
which it was possible to re-examine the site later, 
quite good absorption had taken place, although of 
course the time interval in man could not be deter- 
mined. In 1 instance, some 4 months later at autopsy, 
only a few strands of gauze could be found incor- 
porated in a mass of carcinoma on the abdominal 
wall. 

In general, this material appears to be a very satis- 
factory hemostatic gauze and as a result of this study 
many potential difficulties can be excluded. 

—Robert W. Williams. 
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SURGICAL MANAGEMENT 


PREOPERATIVE AND POSTOPERATIVE CARE 


Evaluation of the Pressor, Cardiac, and Renal Hemo- 
dynamic Properties of Angiotensin II in Man. 
Frank A. FINNERTY, JR., GLORIA DECARLO Massaro, 
Vicrork CHUPKOvITCH, and JoHN TucKMAN. Circula- 
tion Res., 1961, 9: 256. 


ANGIOTENSIN I represents the reaction product of renin 
on the qa, globulin, hypertensinogen. A synthetic 
angiotensin II which is identical with the naturally 
occurring substance is now available. 

Angiotensin If and norepinephrine bitartrate, 
levophed, were administered as intravenous infusions 
to 17 subjects in order to evaluate the activity of these 
two pressor substances. The drugs were given in 5 per 
cent dextrose. Concentration of angiotensin II was 
about one-eighth that of norepinephrine. 

Various physiologic determinations including ar- 
terial blood pressure, cardiac index, blood volume, 
total peripheral resistance, and renal blood flow were 
made during the period of the intravenous infusion of 
the drugs. 

Experimentally, angiotensin II was about 10 times 
as potent as norepinephrine. The primary action of 
angiotensin II, like that of norepinephrine, is to 
produce an intense over-all vasal constriction which 
is associated with a rise in systolic pressure and a 
decrease in heart rate. The bradycardia accompany- 
ing angiotensin II infusion can be blocked by atropine. 

Preliminary observations on the use of angiotensin 
II in patients in shock suggest that it is 2 or 3 times 
as potent as norepinephrine. The drug was inad- 
vertently infiltrated into the subcutaneous tissues in 
6 instances and no sloughing occurred. This sub- 
stance may, therefore, become an important part of 
the treatment of peripheral vascular collapse. 

—Frank 7. Milloy. 


A Clinical Evaluation of Oxyphenbutazone in Sur- 
ical Inflammatory Lesions. JAMEs F. CoNnNELL, JR., 
OBERT WALLACE, and Louis M. RoussELot. Am. 7. 


Surg., 1961, 101: 435. 


OXxyYPHENBUTAZONE, a metabolite of phenylbutazone, 
has been evaluated for its anti-inflammatory proper- 
ules in presurgical and postsurgical patients, in acute 
infections, and after trauma and thermal burns. This 
enteric coated compound is soluble in the duodenal 
alkali and is excreted slowly over a 1 to 3 day period in 
the urine. Serial blood, renal and liver profiles failed 
to reveal any untoward effects from this drug. 

After severe contusion or sprain, there appeared to 
be a uniform diminution of tension at the site of the 
injury followed by a decrease in edema, redness, and 
pain in 24 to 30 hours after injury. Response was also 
good in cases of posttraumatic arthritis, but symptoms 
recurred once the medication was discontinued. 

In acute inflammation, an appropriate antibiotic 
must be given concomitantly with the oxyphenbuta- 
zone, since administration of the drug alone causes 
invasion and rapid spread of wound organisms. In 


acute localized infections with drainage and efficient 
circulation, inflammation appears to subside more 
rapidly after combined therapy, and a marked de- 
crease in bacterial count occurs. The drug did not 
inhibit or decrease burn edema and had little or no 
effect on narcotic requirements. 

The results of this study do suggest, however, that 
postoperative wound edema and erythema seem to be 
significantly reduced when this medication is ad- 
ministered before and after elective surgical pro- 
cedures. —Stuart L. Scheiner. 


hine and 


Treatment of Intractable Pain with M 
i OoN, and 


Tetrahydromaninacrine. V. Stone, W. 
F. H. Suaw. Brit. M. F., 1961, 1: 471. 


Tue AuTHors have studied the use of morphine com- 
bined with tetrahydroaminacrine, THA, in 60 pa- 
tients with pain secondary to cancer. THA is one of 
the group of substances which is a partial antagonist 
to morphine. It will arouse patients after administra- 
tion of a barbiturate or general anesthetic and it is a 
reliable respiratory stimulant. On the other hand, it 
does not interfere with the analgesic action of mor- 
phine. A summary of the pharmacology of the drug is 
given and the advantages over amiphenazole, another 
partial antagonist, are discussed. THA is said to be a 
powerful anticholinesterase and to have anticholine 
acetylase activity. 

Patients are first given 10 mgm. of morphine with 
10 to 15 mgm. of THA—the drugs may be mixed in 
the same syringe. If the pain is not completely re- 
lieved for 6 hours, the dose of morphine is increased. 
At times THA must also be increased to keep the pa- 
tient alert. The maximum dose of morphine given was 
150 to 200 mgm. 4 times daily. 

The authors report that with the combination of 
drugs withdrawal symptoms are not a problem if a 
palliative treatment reduces the requirement for pain 
relief. The only side effect has been vomiting occur- 
ring in approximately 1 per cent of the patients. This 
treatment produced “‘safe, pleasant, and complete 
analgesia” in more than 90 per cent of the patients. 

— Robert G. Ojemann. 


A Method of Regulating Postoperative Gastrointestinal 
Electrolyte Decompression Losses, Utilizing an Im- 
proved Watertight Gastrostomy on Controlled Back- 
Drainage. Mitton A. StreuTER. West 7. 

urg., 1961, 69: 16. 

ExamPLEs of gastrostomy complications in the litera- 

ture are cited and it is noted that there is a 5.6 per 

cent inc..Jdence of fatal complications, largely due to 
leakage {rom the gastrostomy. Nonfatal complications 
were also principally leakage with wound infection or 
separation, granulations, pain, diarrhea, pyloric ob- 
struction by the tube, erosion of the tube through the 
stomach wall and diaphragm, and prolapse of the 
stomach through the gastrostomy. 

With this background the author concludes that it 
is apparent that gastrostomy is the ideal means for de- 
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compression if it can be made without leakage about 
the tube and without uncontrolled electrolyte losses. 

He describes in detail a method of creating a water- 
tight gastrostomy by the use of a Foley catheter in the 
anterior gastric wall coming out through a separate 
stab wound in the abdomen and employing security 
sutures to approximate the stomach to the parietal 
peritoneum. The Foley catheter is drawn outward 
with measured tension, and gauze pads and a card- 
board or aluminum disc are used together with a 
safety pin to maintain the stomach and abdominal 
walls together. 

In an attempt to control the excessive electrolyte 
losses which might ensue from this drainage, the author 
has another ingenious device whereby an intravenous 
bottle is suspended at a level below the bed for the 
first 12 to 24 hours and is gradually elevated until 
fluid losses are minimized. It has been shown that 
jejunum feedings could be practical in 24 to 48 hours 
postoperatively, even in the presence of peritonitis, 
and accordingly the author suggests constructing a 
similar type of watertight seal on a loop of jejunum 
and employing the gastrostomy drainage and possibly 
feedings for jejunal feedings. This largely eliminates 
the need for parenteral fluid replacement. Employing 
this method the author has found that it is quite satis- 
factory and that the complications are minimal. 

—Donald M. Clough. 


The Use of Glycerolized Frozen Blood in Vascular 
Surgery and Extracorporeal Circulation. THomas 
O’Brren, Lewis L. Haynes, ALEXANDER 
HerinG, James L, Tutus, and E:ton Warkins, JR. 
Surgery, 1961, 49: 109. 


HUMAN RED CELLS processed with glycerol can be 
stored in the frozen solid state at —80 or —120 degrees 
for years and when reconstituted show excellent in 
vivo survival after transfusion. Clinical studies have 
established the efficacy of blood which has been so 
stored as volume replacement in all types of general 
surgical procedures. The technique eliminates out- 
dating of blood and permits the storage of large 
volumes of blood, particularly of rare types. The 
present study evaluates such blood in vascular and 
open heart surgical procedures. 

The techniques of processing and resuspending 
blood stored by this method are presented in detail. 
In addition, extensive studies were performed to 
determine whether or not such blood exchanged 
oxygen in a normal manner and to determine the 
effects of mechanical trauma to such cells. These 
studies are documented in detail and show that 
glycerolization had no important effect on the dy- 
namics of gas exchange and that the breakdown of 
such cells during prolonged recirculation through a 
pump-oxygenator was not increased in comparison 
with fresh blood. 

Clinically, blood processed by glycerolization and 
stored in the frozen solid state was studied first as 
replacement for endarterectomy, second by use in 
partial pump-oxygenator perfusions, and finally by 
use as the exclusive pump priming fluid and replace- 
ment medium in total cardiac bypass. The clinical 
studies are reported in great detail. Such blood func- 
tioned well as total blood volume replacement, and 


clinically there has been little evidence of generalized 
tissue oozing during the operative procedure. Post- 
operatively, patients so treated have had minimal 
drainage of blood from the chest. No clinical dif- 
ference between patients treated in the fashion 
described and those given fresh heparinized blood was 
noted. 

In 2 cases of total cardiac bypass moderate degrees 
of transient renal dysfunction or impairment were 
found. This, however, did not appear to be greater 
than after perfusion with comparable amounts of 
fresh heparinized or ordinary bank blood. These 
changes consisted of impairment of concentrating 
power and moderate elevations of the blood urea 
nitrogen associated with a decreased urinary output. 
These changes gradually declined to insignificant 
levels within a few days. The intensity and duration 
of the renal changes appeared to be related to the 
duration of perfusion. An elevated plasma hemo- 
globin and hemoglobinuria may be responsible 
factors. —E. Thomas Boles, jr. 


Levophed by the Intramuscular Route. Mario Li 
Reyes. 7. Philippine M. Ass., 1961, 37: 36. 


DesPITE ADVICE that levophed should never be given 
by the intramuscular route for fear of tissue necrosis, 
the author reports successful use without complica- 
tions in 9 patients treated for shock. No necrosis was 
noted in the site of injection, which was massaged 
vigorously for 5 to 10 minutes after injection. A dose 
of 0.2 c.c. undiluted levophed containing 200 mcgm. 
of norepinephrine base was used. If no response was 
obtained a second dose of 0.3 c.c. was given 10 min- 
utes later. During this period a venoclysis of levophed 
was prepared in the hope that the blood pressure 
would be returned to the levels at which venipuncture 
would be possible. The author agrees that the use of 
levophed intramuscularly may be hazardous but is 
perhaps permissible in emergencies and in those places 
such as the home where it is the only means available. 
—Allan D. Callow. 


WOUNDS AND THERMAL INJURIES 


Snake Bite; Treatment by Isolation Perfusion Tech- 
nique. JAMES BorDEN, Ertc W. FoNKALSRUD, VICTOR 
D. Newcomer, Donatp B. RocHLin, and WILLIAM 
P. LonemirE, JR. Surgery, 1961, 49: 303. 


THE AuTHORs describe an experiment whereby an 
evaluation of the isolation perfusion technique was 
carried out with antivenin as the perfusate. 

Of the existing methods of treatment for snake bite, 
which include tourniquet, incision and suction, anti- 
venin, cryotherapy, and cortisone and ACTH, some are 
controversial and improvements in treatment still 
appear to be indicated. A major drawback to the use 
of antivenin in effective amounts is the subsequent 
occurrence of horse-serum sensitization and “serum 
sickness.” Since 98 per cent of snake bites are on the 
extremities the isolation perfusion techniques would 
provide a method of delivering a large quantity of 
antivenin to the bitten extremity while minimizing 
systemic toxic effects. The venom used in the experl- 
ments was obtained from a collection of red rattle- 
snakes. Toxicity studies were carried out on 13 adult 
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mongrel dogs and the minimum lethal dose was deter- 
mined to be 3.5 mgm./kgm. of body weight. The 
perfusate incorporated antivenin prepared by the im- 
munization of horses with a mixture of venom ob- 
tained from a variety of snakes. 

The first experiment described by the authors con- 
sisted of exposing the femoral vessels distal to a loosely 
applied tourniquet, cannulating them, and carrying 
out isolated limb perfusion by means of the Sigma- 
motor pump and Abbott bubble bag oxygenator by 
a technique similar to that employed for the treatment 
of malignant tumors, with antivenin incorporated in 
the perfusate in place of tumoricidal drugs. The dogs 
perfused in this manner died in shock secondary to 
massive hemorrhage into the perfused leg. It was 
postulated that the local increased capillary fragility 
produced by the venom made the vascular bed of the 
extremity more susceptible to pressure changes in- 
herent in the pump perfusion procedures with subse- 
quent capillary disruption and hemorrhage. 

In an attempt to reduce postperfusion bleeding and 
decrease surgical technicalities a simplified needle 
cannulation with syringe perfusion was devised. 

With this isolation and simple needle perfusion 
technique and a solution of antivenin, 12 of 14 en- 
venomed dogs were successfully treated. Nine dogs 
injected with three M. L. D. of rattlesnake venom into 
the hind leg were treated by conventional methods of 
therapy and of these, deaths ensued in 7. The authors 
conclude that this technique is so simple that someone 
with minimal surgical training and equipment should 
be capable of performing it. —Donald M. Clough. 


Incision and Suction Following Injection of Rattle- 
snake Venom. FinpLay E. Russet, and JERRY A. 
Emery. Am. 7. M. Sc., 1961, 241: 160. 


THIs REPORT presents the results of injecting rabbits 
with the supernatant of the hemorrhagic exudate re- 
moved during suction from a wound in an envenom- 
ized rabbit. 

In a group of 12 rabbits the femoral area was shaved 
and the venom was injected into the muscle mass. The 
venom of Crotalus adamanteus, minimum lethal 
dose 1.0 mgm./kgm., or C. atrox, minimum lethal 
dose 1.9 mgm./kgm., were used in the study. Within 
2 minutes of the injection a cruciate incision was 
made over the injection site and suction was applied. 
The opposite leg was injected with saline and incised, 
suction was applied, and this material served as the 
control exudate. The hemorrhagic exudates were 
centrifuged at 2,000 revolutions/minute for 20 
minutes and the supernatant was removed. 

A second group of 12 rabbits were anesthetized 
with pentobarbital sodium, 40 mgm./kgm., and were 
prepared for measurement of the systemic arterial 
and venous pressure. After equilibration the animal 
was given the control sample, 5 minutes later the 
second hour sample of supernatant, and in 5 minutes 
the first hour sample. 

The control sample caused no change in arterial, 
venous, or cisternal pressures, respiratory rate, elec- 
trocardiographic or electroencephalographic record- 
ings. The second hour sample produced only minor 
changes in these same parameters. Injection of the 
first hour sample produced an immediate fall in sys- 


SURGICAL MANAGEMENT 189 


temic arterial pressure concomitant with a rise in 
venous and cisternal pressure. The electrocardio- 
gram demonstrated tachycardia, ST segment and T 
wave changes, followed by arrythmias and sometimes 
complete heart block. The electroencephalogram 
demonstrated central nervous system depression. These 
changes were similar to those that have been observed 
after the intravenous injection into animals of crude 
Crotalus venom. 

Since exudate removed by suction contains venom, 
its removal should enhance the chance of survival, 
although it is not known whether these results are ap- 
plicable to man. — john H. Davis. 


Experiences with Wire Closure of Lumbodorsal In- 
cisions and Investigation of Tissue Reaction from 
the Thermal Effects of Diathermy. Arcuie L. Hew- 
ETT, BRYANT W. Jones, and JAMes W. HEApDSTREAM. 
J. Urol., Balt., 1961, 85: 420. 


THE AUTHORS DESCRIBE a technique for the closure 
of incisions for upper urinary tract operations that 
uses No. 00 or 000 braided stainless steel wire. The 
wire is passed through the deep subcutaneous fascia 
in successive deeper muscle layers on one side of the 
lumbar incision and out the same layer on the opposite 
side in reverse order. The skin is then closed with 
interrupted No. 000 or 0000 black silk. 

Further studies revealed that no inflammatory 
reaction or thermal destruction was found in the 
tissues contiguous to the wire sutures regardless of 
whether or not diathermy was used or of the length of 
time of short wave diathermy. —Paul R. Leberman. 


INFECTIONS AND ANTIBIOTICS 


The Incidence of Reactions Following the Oral Ad- 
ministration of Phenethicillin. Lawrence FRANK, 
Srantey Katz, and CuHARLEs Piotrz. NV. York State 
J. M., 1961, 61: 593. 


THE RATE OF REACTION to the parenteral admini- 
stration of penicillin has been reported as occurring in 
from 1.7 to 5 per cent of patients without known al- 
lergy. In those patients with known allergies the rate 
of reaction may run as high as 15 per cent. 

This study reports the results in 652 patients treated 
with 250 mgm. phenethicillin given 4 times a day for 
an average duration of 7 days. Phenethicillin is a bio- 
synthetic penicillin which was administered orally. 
Included in the study were 3 patients who had reacted 
to natural penicillin and were switched to phenethi- 
cillin and 12 patients with penicillin sensitivity. 

In 8 of the 652 patients allergic reactions to the 
phenethicillin developed. Two of the reactions oc- 
curred in the patients with a known sensitivity to 
penicillin. One of these patients had a severe ery- 
thematous and urticarial reaction which persisted for 
5 weeks, even though the drug had been discontinued. 

The 3 patients who had been switched to this drug 
because of a reaction to natural penicillin tolerated 
the drug well as did 10 of the 12 patients with a his- 
tory of penicillin sensitivity. The reaction rate in this 
entire group of patients was 1.2 per cent. This per- 
centage is slightly greater than the 1 per cent reaction 
rate to oral cystalline penicillin G reported by Chancey 
and associates. —John H. Davis. 
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HYPOTHERMIA 


Technique and Physiopathology of Moderate Hypo- 
thermia (Hypothermie modérée). Nap1a pu BoucHET. 
Cah. anesth., 1960, 8: 205. 


PERIPHERAL VASOCONSTRICTION, shivering, and endo- 
crine changes are the main bodily reactions to low 
temperatures. Effective surface cooling depends upon 
overcoming and replacing the constriction of periph- 
eral vessels with a vasodilatation. The shivering, pres- 
ent only in surface cooling, is an expression of the 
gradient between the central and the peripheral tem- 
peratures. 

The role of anesthesia is that of checking these 
bodily reactions to cold. The author uses light anes- 
thesia with pentobarbital, pethidine, promethazine, 
and ether in small doses. A strong dose of d-tubocu- 
rarine chloride is administered, 30 mgm. in an adult, 
and it is believed to hasten the cooling. Hydergine, in 
a dose of 0.6 to 0.9 mgm., is frequently utilized be- 
cause of its bradycardic, vasodilative, and shivering- 
prevention properties. 

The anesthetized and hyperventilated patient is 
immersed in a bath at 17 degrees C., the temperature 
of which is progressively lowered with ice to 10 de- 
grees C. In the bath the patient is subjected to con- 
stant massage to augment the vasodilation induced 
by pharmacologic means. The body temperature 
should not be lowered below 30 degrees C. because of 
the risk of ventricular fibrillation; it takes 40 minutes 
to lower the adult’s temperature to 32.5 to 33 degrees 
C. and 25 minutes for an infant. 

The rewarming phase can be rapid or slow. What- 
ever the method, the patient should be returned to 


his room when he is breathing spontaneously and his 
body temperature is around 34 degrees C. The total 
oxygen consumption is reduced to about 50 per cent 
at a temperature of 30 degrees C. 

— Michele A. Chiechi. 


Moderate Hypothermia in Operation for Patent 
Ductus Arteriosus (L’hypothermie modérée dans la 
chirurgie du canal artériel). J. MATHEY, J. P. Binet, 
and J. Frepet. 7. Chir., Par., 1961, 81: 141. 


THE ROUTINE TECHNIQUE of resection and suture of 
the patent ductus arteriosus cannot be applied in 
some circumstances, as when, for example, the ductus 
is too short or the tissues are friable. In these cases one 
could advantageously use the technique suggested by 
Crafoord, consisting in the resection of the ductus 
after clamping of its pulmonary end and of the 
aorta above and below the ductal junction. However, 
the aortic flow cannot be interrupted for more than 15 
minutes, and neurologic complications have often 
been observed whenever the time required for the 
suture has been longer. This inconvenience may be 
overcome by the use of a moderate hypothermia to 
about 30 degrees C., which allows a safe interruption 
of the aortic flow for at least 30 minutes. 

Eight patients have been operated on at the 
Surgical Institute of the Laennec Hospital of Paris, 
France by this method; there were no postoperative 
complications and results were good. 

This technique is recommended in any case in 
which complications are anticipated in operation on 


the ductus, and, in particular (1) if the patient is an 
adult, with or without pulmonary hypertension; 
(2) when there is a history of endocarditis; or (3) 
when the ductus is unusually large. On the other 
hand, hypothermia is not indicated by pulmonary 
hypertension, per se, and is difficult to control and 
unnecessary in the newborn. —Giuliano Di Bartolo. 


Profound Hypothermia in Cardiac Sur 
Drew. Brit Bull., 1961, 17: 37. 


PROFOUND HYPOTHERMIA with complete cardiac and 
circulatory arrest has been used in 90 cases for the 
treatment of congenital and acquired heart disease. 
The equipment used consists of two DeBakey pumps, 
two reservoirs, and one heat exchanger. Both femoral 
arteries are cannulated. The left artery is cannulated 
for perfusion of the systemic system, the right artery is 
used to record central aortic pressure. 

The surgical approach is usually through a median 
sternotomy. A cannula is placed in the left atrium 
through the appendage. Blood is allowed to drain 
into the left atrial reservoir and is, in turn, pumped 
through the heat exchanger into the femoral artery. 
As cooling progresses, the circulation begins to fail. 
A cannula is also placed in the right atrium which is 
allowed to drain into the right venous reservoir. 
From here blood is pumped into the pulmonary artery 
through a cannula inserted into the infundibulum of 
the right ventricle. The systemic flow is regulated to 
give a mean blood pressure of about 70 to 80 mm. Hg. 
With establishment of artificial pulmonary and 
systemic circulations, cooling proceeds until a level of 
13 to 15 degrees C. is recorded in the nasopharynx. 
The pumps are then stopped and artificial respiration 
ceases. Clamps are placed on the venae cavae and the 
heart is drained of blood through the venous lines. 
An aortic clamp is applied to prevent air embolism 
once the heart is opened. The appropriate operation 
on the heart and neighboring great vessels is per- 
formed, any cannulas which obstruct the approach 
being temporarily removed. When the intracardiac 
operation has been completed, air is displaced from 
the heart. 

The patient is rewarmed, utilizing the same system 
as used for cooling. When the nasopharyngeal 
temperature has risen to 30 to 33 degrees, the heart is 
defibrillated electrically, if necessary. Rewarming is 
continued until the temperature has reached 33 de- 
grees C. The pumps are gradually slowed when the 
heart beat is satisfactory. Partial right ventricular 
bypass is stopped and the cannulas are removed from 
the right side of the heart. Finally, left ventricular 
bypass is suspended and the cannulas are removed 
from the left atrium and femoral artery. The author 
uses 100 per cent oxygen during cooling and has found 
the pH readings more acceptable than when 95 per 
cent oxygen and 5 per cent CO, was used. 

In the patients briefly reported, none had less than 
25 minutes of circulatory standstill and some had 
more than 50 minutes. There was no evidence of 
cerebral damage that with certainty could be at- 
tributed to the long period of circulatory and respira- 
tory arrest. The defects corrected have been septal 
defect, endocardial cushion abnormalities, tetralogy 
of Fallot, transposition of the great vessels, and ac- 
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quired aortic and mitral valve lesions. The ages of the 
patients varied from 3 months to 60 years. 

The immediate mortality and morbidity bear 
favorable comparison with other methods used for 
open heart surgery, particularly in the treatment of 
aortic valve disease and tetralogy of Fallot. It is be- 
lieved that profound hypothermia will be useful in the 
future for the surgical treatment of coronary artery 
disease. —Lloyd D. MacLean. 


Sensitivity of Hypothermic Mammals to X-Irradia- 
tion, L. Wess. Brit. M. Bull., 1961, 17: 70. 


THE AUTHORS REVIEW the work on radiosensitivity of 
both whole animals and individual tissues with partic- 
ular reference to the decrease of sensitivity to radia- 
tion in the anoxic condition. 

The authors placed animals in a hypothermic state 
at | degree C. and studied the effects of 250, 500, and 
950 r of whole body radiation. They demonstrate that 
the hypothermia does protect against the lethal ef- 
fects of radiation and conclude that the hypothermia 
may do this through inducing a safe anoxia. 

In distinction from others who have tried to in- 
crease the oxygen tension of the anoxic center portions 
of tumors to give a greater radiation effect. the authors 
suggest that perhaps the reverse procedure of de- 
creasing the oxygen tension of normal tissue through 
hypothermia would be worth a trial. 

—Frank R. Hendrickson. 


The Central Nervous System in Hypothermia, W. M. 
LoucHEEp. Brit. M. Bull., 1961, 17: 61. 


THE AUTHOR brings together, in an excellent review, 


the work of numerous writers on the many changes oc- 
curring in the central nervous system during hypo- 
thermia. 

In studying physiologic responses it was found that 
there is no specific temperature level at which the re- 
sponses will cease and reappear. The author believes 
that the poikilothermic dogs produced by Keller and 
Batsel with hypothalamic lesions are an excellent ex- 
perimental tool. Using this preparation at 28 degrees 
C. rectal, there is evidence that although enzyme 
function and synaptic conduction may be slowed, 
they are not seriously altered. Suppression in electro- 
encephalographic activity occurs with temperature 
lowering. However, it has been found that seizures 
may be more easily evoked because the incoming stim- 
uli are potentiated and evoke greater responses. 

Several authors have reported similar results in the 
lowering of metabolism with hypothermia. In dogs 
at 30 degrees C. the metabolic rate is 50 per cent of 
normal and at 25 degrees C. the figure drops to 25 to 
30 percent. More experimental studies are needed on 
the cerebral oxygen consumption and anaerobic 
metabolism from 27 degrees C. to 0 degrees C. 

As the body temperature is lowered, cardiac out- 
put falls and blood viscosity and cerebral resistance 
increase. All of these factors cause a reduction in cere- 
bral blood flow, but there may be a wide variation in 
these individual parameters from patient to patient. 
It is the author’s belief that reduced blood pressure 
and blood flow are the important factors causing a 
reduction in brain volume in hypothermia and that 
any anesthetic agent producing these same changes 
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will also give a reduced brain volume. In patients with 
subarachnoid hemorrhage a slack brain does not or- 
dinarily accompany hypothermia at 27 to 28 degrees C. 

Work done in animals with cooling to 0 degrees C. 
and lower has shown that nervous tissue in some ani- 
mals will tolerate this severe cooling for limited 
periods and then recover. Numerous reports cite the 
protection of the brain and spinal cord by hypother- 
mia during anoxia. At body temperatures near 0 de- 
grees C. the protection may last 1 to 2 hours. The au- 
thor stresses the fact that if ventricular fibrillation 
occurs at below 30 degrees C., cardiac massage must 
be continued while the patient is being rewarmed, 
since defibrillation will frequently fail at lower tem- 
peratures. 

The results obtained from localized brain cooling 
with complete or partial isolation of the cerebral cir- 
culation have confirmed the findings in general hy- 
pothermia. A brief discussion on the effect of cold on 
the blood-brain barrier and the protection of the brain 
from injury is given. — Robert G. Ojemann. 


Improved Method of Rewarming After Hypothermia 
by Exposure of the Head to Cold Air (Verbesserung 
der Wiedererwaermungsmoeglichkeit nach Hypo- 
thermie durch Kaltanblasen des Kopfes). E. WinpIscH. 
Thoraxchirurgie, 1961, 8: 556. 


Tuts REPORT from the department of physiology of 
the University of Cologne, Germany deals with a 
method of rewarming the human body. 

At a room temperature of 16 degrees C. the body 
temperature could be decreased by one degree by 
merely blowing hot air of 60 degrees C. at the mouth 
and the nose. Blowing hot air at the hands and the 
feet resulted in an increase of body temperature. 

The same reaction was found in the experimental 
rabbit. 

The author suggests that the face of the hypother- 
mic patient should be exposed to cold air during re- 
warming. This procedure will also prevent shivering. 

—Hans Ff. Schweizer. 


EXTRACORPOREAL CIRCULATION 


Methods for the Control of Extracorporeal Circula- 
tion. Bruce C. Paton, VERNON MontTGoMERY, and 
Henry Swan. Arch. Surg., 1961, 82: 405. 


WITH THE AID of continuous monitoring devices, it is 
possible to obtain a complete picture of the constantly 
changing phenomena during perfusion and to control 
and alter the tensions of the blood gases. In the pa- 
tient, the arterial and venous pressures are measured 
in the internal mammary artery and the inferior vena 
cava, respectively, and are recorded on an oscillo- 
scope. The electroencephalogram, electrocardiogram, 
and rectal and esophageal temperatures are recorded 
continuously. The electroencephalogram is recorded 
by means of a four-channel encephalogram using 
multiple bilateral scalp leads so that 2 pairs of sym- 
metrical leads may be read simultaneously. In the 
pump-oxygenator, the venous and arterial oxygen 
tensions, the arterial pH, and the blood temperature 
are monitored continuously. The oxygen tension is 
kept between 85 and 120 mm. Hg by suitable altera- 
tions of the disc speed in relation to the pump speed. 
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With this arterial oxygen tension, oxygen saturation of 
at least 97 per cent is maintained. 

The venous oxygen tension is kept between 35 and 
45 mm. Hg by changing the pump speed as necessary. 
This results in a venous oxygen saturation of 70 to 
75 per cent with an A-V oxygen difference of 4.5 
to 5.0 vol. per cent. 

The pH may be regulated either by changing the 
total gas flow rate through the oxygenating cylinder 
or by varying the proportions of oxygen and carbon 
dioxide in the gas mixtures. 

Considerable economy in the use of blood occurs 
by operating on 2 patients in succession with the same 
perfusion unit. 

The value of the recorded data in 30 consecutive 
operations is emphasized. — James S. Conant. 


Double-Helical Reservoir Heart-Lung Machine. 
Nazin Zuupi, McCo.ioucH, JoHN Carey, and 
ALLEN GREER. Arch. Surg., 1961, 22: 320. 


THE AUTHORS DESCRIBE a double helical reservoir 
heart-lung machine primed with 5 per cent dextrose 
in water. A description and method of priming of the 
heart-lung machine for hypothermic perfusion is out- 
lined, and the article is augmented with diagrams 
showing the entire circuit used for hypothermic total 
body cardiopulmonary bypass. 

A description of their method:of blood preparation 
is given and their results from clinical application of 
this preparation are summarized. Most of the present 
day operations on the heart can be performed with 1 
to 3 pints of citrated blood. This system brings open 
heart surgery to the realm of most community hospi- 
tals. —Gordon F. Madding. 


ANESTHESIA 


An Esophagoscope with an Electrocardiographic 
Electrode (Ocesophagusstethoskop mit EKG-Elek- 
trode). GERHARD GRUNES. Thoraxchirurgie, 1961, 8: 512. 


STIMULATED by the recent publications about the 
esophageal stethoscope, the author reports his experi- 
ence with an esophagoscope and an electrocardio- 
graphic electrode. 

A 9 mm. gastric tube is used and is closed at the 
end with a condom. A few circular wires act as an 
electrode and are connected, through the lumen of 
the tube with the electrocardiograph. 

This electrode has been found advantageous in poor 
risk patients. The arm leads can be omitted. There is 
also much less interference than with the standard 
technique. —Hans 7. Schweizer. 


Investigation of age Airway Problems in Resusci- 


tation. HENNING Rusen, JAMES O. ELAM, ARNE 
M. Rusen, and Davin G. GREENE. Anesthesiology, 
1961, 22: 271. 


THIs REPORT summarizes studies seeking the best 
layman’s procedure for expired air resuscitation. 
From these investigations the requirements in tech- 
nique for a hyperextension maneuver were evolved. 

Three common airway-clearing maneuvers were 
evaluated by analyses of field use, ventilation pro- 
duced by layman in anesthetized subjects, and pha- 
ryngeal roentgenograms of anesthetized subjects. 


Chin-lift, jaw-lift, and head-tilt maneuvers all pro- 
duce a satisfactory upper airway in flaccid subjects. 
The head-tilt method is preferable when the mouth- 
to-nose procedure is indicated, i.e., trismus, convul- 
sions, and gastric distention. All three maneuvers 
should be mastered by expert rescuers. For the chance 
rescuer the head-tilt method is simpler, safer, more 
versatile, and less apt to aggravate complications 
involving gastric contents. Hyperextension of the 
patient’s head by one hand on the forehead and the 
other on the chin is recommended for both mouth-to- 
mouth and mouth-to-nose resuscitation by layman. 
— Mary Frances Poe. 


Influence of the Head-Jaw Position upon Upper Air- 
way Patency. Sapao Morikawa, PETER Sarar, and 
Joun DE Car o. Anesthesiology, 1961, 22: 265. 


A ROENTGENOGRAPHIC STUDY was undertaken to evalu- 
ate the maneuvers which provide pharyngeal patency. 
Ten conscious and subsequently anesthetized and 
paralyzed adults were subjects. Anesthesia and cu- 
rarization led to a decrease in the hypopharyngeal 
diameter of all patients when the head remained in 
the midposition. Maximal backward tilt of the head 
increased the diameter in all instances, more so when 
the mouth was closed by chin support. Maximal 
backward tilt of the head increased the hypopharyn- 
geal diameter more than forward displacement of the 
mandible without head-tilt. With head-tilt neither 
elevation nor lowering of the occiput changed the 
hypopharyngeal diameter significantly. 

The degree of stretch of the anterior neck structures 
between larynx and chin determines the degree of 
separation of the base of the tongue and epiglottis 
from the posterior pharyngeal wall. Stretch is pro- 
duced by backward head-tilt or by forward displace- 
ment of the mandible or by closure of the mouth. The 
head-tilt produces the greatest stretch. All three 
maneuvers produce maximal stretch. 

— Mary Frances Poe. 


Problems Related to the Prone Position for Surgical 
Operations. R. H. Smrru, Z. W. GRAMLING, and P. P. 
VotpittTo. Anesthesiology, 1961, 22: 189. 


THE AUTHORS studied the problems related to the 
development of a comfortable and surgically satisfac- 
tory position for patients who must be operated upon 
while lying prone. Adequacy of ventilation, blood 
pressure, and venous pressure were measured in 5 
anesthetized patients and 4 normal awake volunteers 
placed in the various positions advocated in replies to 
a questionnaire sent to 214 anesthesia teaching cen- 
ters. From the subjective and objective information 
thus obtained, none of the recommended positions 
appeared satisfactory. 

Certain fundamental requirements were deter- 
mined, which led to the development of a position 
that was comfortable to awake subjects and did not 
adversely affect ventilatory requirements and arterial 
or venous blood pressures. The criteria for a satisfac- 
tory prone position are: (1) the anterosuperior iliac 
spines and the chest must be elevated to allow the 
abdomen to move without restriction; (2) the back 
and neck must be in the same plane to allow the head 
to be turned painlessly to either side; (3) the patient's 
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arms should rest on the table above his head to pre- 
vent discomfort; (4) the inferior vena cava and femo- 
ral vessels must not be compressed; (5) the infracla- 
vicular fossae must be free of pressure points; and 
(6) the female patient’s breasts must be displaced 
laterally. 

The correct position is not easily attained. It re- 
quires adjustment to get proper weight distribution on 
the ends of the femurs. The iliac spine blocking must 
be placed carefully to avoid obstruction to the femoral 
vessels and the inferior vena cava. The thighs must 
be strapped to the table to avoid shifting of the body 
and the strap must be adjusted to prevent a tourni- 
quet effect. — Mary Frances Poe. 


Spinal Hemianalgesia; An Evaluation of a Method, 
its Applicability, and Influence on the Incidence 
of Hypotension. Murray A. TanasicHuK, A. 
ScuuLtz, JAMEs H. Matruews, and FReperick H. 
Van BERGEN. Anesthesiology, 1961, 22: 74. 


THE TERM spinal hemianalgesia describes a spinal 
block in which sensory, motor, and sympathetic 
effects of the anesthetic are confined to one side of the 
body. In order to determine the feasibility and ap- 
plicability of hemispinal analgesia, studies were under- 
taken in 42 patients submitted to this form of anes- 
thesia. Parallel studies were conducted in 50 control 
patients undergoing conventional bilateral spinal 
anesthesia. In the hemispinal group, activity of the 
sympathetic nervous system was assessed by skin 
temperature or skin resistance measurements. Pres- 
ervation of the activity on the contralateral side was 
utilized to demonstrate actual lateralization of the 
anesthetic. 

True spinal hemianalgesia was obtained in 30 per 
cent of patients when a standard needle was used and 
in 67 per cent when a directional needle was used. It 
appeared that in patients in whom the factors of age 
and sensory level of analgesia were approximately the 
same, the hemispinal analgesia was associated with a 
statistically significant decrease in incidence of hypo- 
tension in the poorer risk patients. The onset of hypo- 
tension occurred significantly later when compared to 
the onset after conventional spinal anesthetic. 

Spinal hemianalgesia provided satisfactory anes- 
thesia in over 80 per cent of the operations performed 
with this technique. In poor risk patients this method 
appears preferable to the conventional spinal tech- 
nique for operations of the hip, inguinal, or lower 
extremity regions. — Mary Frances Poe. 


A Comparison of Supraclavicular and Axillary Tech- 
niques for Brachial Plexus Blocks. LEONARD BRAND 
and E. M. Papper. Anesthesiology, 1961, 22: 226. 


Tue RESULTS obtained from 230 supraclavicular bra- 
chial plexus blocks were compared with those obtained 
from 246 blocks by the axillary approach. The axillary 
block resulted in a higher rate of success, 91.5 per 
cent versus 84.4 per cent, and a lower incidence of 
complications, 2.0 per cent versus 7.1 per cent. The 
serious complication of pneumothorax was completely 
tliminated. The axillary route was easier to teach 
and to learn. It was more acceptable to the patient, 
could be accomplished more quickly, could be per- 
formed bilaterally if necessary, and was easy to repeat. 
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Besides its value in the operating room, it deserves 
usage in emergency rooms, outpatient departments, 
and in military and civil defense situations. 

— Mary Frances Poe. 


Axillary Block of the Brachial Plexus. Rupotpn H. 
De Jone. Anesthesiology, 1961, 22: 215. 


THE AXILLARY APPROACH to the brachial plexus for 
anesthesia of the upper extremity was discussed from 
the standpoint of the anatomy and the block proce- 
dure. The close association of the brachial plexus and 
axillary artery within the axillary neurovascular com- 
partment which becomes superficial and accessible in 
the distal axilla was emphasized. The key to the axil- 
lary block is the axillary artery, easily palpated, after 
proper positioning of the arm, on the axillary surface 
of the upper arm. A technique using a short fine 
needle, an aspiration syringe, and a moderate amount 
of anesthetic solution to fill the neurovascular com- 
partment was described. Completely successful block 
was obtained in 86 of 94 blocks, 91.5 per cent. Ab- 
sence of undesirable complications in addition to ease 
and safety of performance makes axillary block more 
acceptable to physician and patient than other ap- 
proaches to the brachial plexus. 
— Mary Frances Poe. 


The Placental Transmission of Succinylcholine. 
Frank Moya and NieEts KvissELGAARD. Anesthesi- 
ology, 1961, 22: 1. 


THE REPORTED EVIDENCE concerning the placental 
transmission of succinylcholine has been contradic- 
tory. In the present investigation, the placental trans- 
mission of succinylcholine was studied in 22 healthy 
pregnant patients who were undergoing either ce- 
sarean section, 14, or vaginal delivery 8, with the aid 
of nitrous oxide-oxygen anesthesia. Blood levels of 
succinylcholine were determined in simultaneously 
drawn maternal and umbilical vein samples by means 
of the frog rectus abdominis bioassay method. Suc- 
cinylcholine, administered to the mother in the usual 
clinical doses, did not cross the placenta in demon- 
strable quantities, and the infants did not appear to be 
affected. 

Several possibilities were considered as explana- 
tions for the apparent low permeability of the placenta 
to succinylcholine. These include mechanisms located 
not only in the placenta but in the maternal and fetal 
bloodstreams as well. The most acceptable explana- 
tion for the apparent blood-placental barrier related 
the low fat solubility of succinylcholine to the lipoid 
nature of the placental membrane. A very low degree 
of permeability may slow down the entrance to a 
rate which renders a compound physiologically in- 
active and pharmacologically undetectable. The fac- 
tor of concentration gradient is of secondary impor- 
tance. — Mary Frances Poe. 


Fluoromar Anesthesia in Obstetrics. RicHarp J. 
CavaALLarRo and H. L. Dornette. Obst. 
Gyn., 1961, 17: 447. 


Fiuoromar, a volatile liquid inhalation anesthetic 
agent with physical properties similar to those of 
diethyl ether, appears to be a valuable adjunct to the 
available anesthetic agents already in use in obstet- 
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rics. In this study the agent was used as an analgesic 
agent for (1) normal patients in labor, (2) normal 
vaginal deliveries, (3) other operative procedures, and 
(4) cesarean section. Particular note was made of the 
duration of anesthesia, the effect on the infant, and the 
recovery time of the mother. 

The drug was used as an analgesic agent in 7 pa- 
tients who were in labor. It was administered with a 
cyprane inhaler by a medical attendant. All the pa- 
tients stated that they were relieved of pain. There 
was no effect on uterine contractions or vital signs. 

Forty-four patients received the agent as anesthesia 
for vaginal delivery. The technique of administration 
included a vaporizing unit, preferably the out-of-cir- 
cuit type, and the addition of nitrous oxide. Anesthesia 
was achieved in 1 to 1.5 minutes and vomiting was 
encountered only once. In 5 patients, or 11 per cent, 
disturbances of uterine motility developed, requiring 
cessation of the anesthetic agent and/or stimulation 
with syntocinon. There was slight but definite evi- 
dence of fetal depression based on the Apgar score. 
There appeared to be a correlation between the type 
of vaporizer used and the score. Fetal depression was 
much less frequent when the out-of-circuit vaporizer 
was used. Approximately 20 per cent of the patients 
demonstrated an increased respiratory rate and 1 pa- 
tient out of 44 showed an elevation of blood pressure. 
Recovery from the anesthetic agent occurred rapidly, 
most of the patients being conscious and able to talk 
within 10 minutes. 

The third group of 14 patients received the agent 
for various operative procedures including incision 
and drainage of breast abscess, abdominal tubal liga- 
tion, exploration of the uterus, culpocentesis, and 
curettage. The anesthetic agent was supplemented 
with nitrous oxide, and those patients having abdom- 
inal operations received d-tubocurarine intravenously. 

In the final category there were 2 patients who had 
cesarean sections under this anesthetic agent. Both 
of these patients did well, 1 requiring a muscular re- 
laxant. However, it is concluded that this is a satis- 


factory anesthetic agent for use in obstetrics with rapid 
induction and recovery. The levels of anesthesia can 
be altered rapidly to suit the situation. Carefully con- 
trolled administration of the anesthetic agent resulted 
in minimal disturbance of uterine motility and fetal 
—James F. Donnelly, 


recovery. 


INSTRUMENTS AND APPARATUS 


Personal Experience with Laparoscopy (Expérience 
personnelle de la laparoscopie; portant sur 450 exa- 
mens en 7 ans). R. CrisMER and Cu. Drize. Acig 
gastroenter. belg., 1960, 23: 873. 


Tuis Is A REPORT on 450 laparoscopies which the au- 
thors have performed since 1953 at the Beauregard 
Medical Center in Liége, Belgium. The main indi- 
cations were for hepatobiliary disturbances and chronic 
affections of the peritoneum. About one-fourth of 
their patients were jaundiced. In most cases the ex- 
amination was complemented by a needle biopsy 
under vision or by laparoscopic cholangiography. 

A definite diagnosis was reached in 361 cases. Over 
40 different diagnoses were made. These included 
several varieties of mechanical jaundice, hepatitis, 
cirrhosis, lithiasis, carcinoma of the gallbladder, 
hepatomas, cysts of the liver, metastatic carcinomas 
of the liver, carcinomatosis of the peritoneum, tumors 
of the ovary, and others. In 70 cases the examination 
was negative. In the remaining 19 cases the examina- 
tion was a failure because of adhesions or extreme 
obesity preventing the introduction of the instrument 
or the initiation of the pneumoperitoneum which is 
required for the procedure. 

The authors believe that this is a relatively innocu- 
ous procedure, especially in experienced hands. They 
caution against using it in the presence of severe 
hemorrhagic diathesis. They report only 6 compli- 
cations and no deaths. The 6 complications were 
pneumomediastinum, acute gastric dilatation, per- 
foration of the bowel, and biliary peritonitis. 

— Joseph F. Bahuth. 
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RADIOLOGY 


DIAGNOSTIC ROENTGENOLOGY 


The Identi cation of Pathologic Processes in the 

Posterior Cranial Fossa b Myodil Ventriculogra- 

hy. A. JEFFERSON and J. LESHAW. Acta neurochir., 
Wien, 1960, 8: 468. 


More THAN 100 consecutive myodil (pantopaque) 
ventriculograms performed at the Royal Infirmary, 
Sheffield, England are reported upon, excluding those 
of patients with supratentorial disease. Fifty-eight 
were normal. Fifty-seven demonstrated tumors of the 
posterior fossa. There were 2 postventriculography 
deaths, both in patients with pre-existing lesions. 

A burr hole is made over the nondominant frontal 
lobe, usually under local anesthesia. The cannula is 
placed into the lateral ventricle and the incision 
sutured. With the patient sitting, 1.5 to 3 ml. of 
myodil are instilled and manipulated into the third 
ventricle and on down as roentgenograms are taken. 
All of the illustrations in the article seem to be of 
supine roentgenograms, whether in the lateral or 
anteroposterior projections. Twenty-two cases are so 
illustrated, line drawings also being employed to 
demonstrate the significant points. 

Ventriculographic diagnoses w ic confirmed at 
operation in most cases. The authors observe that 
tumors in the region of the foramen magnum are the 
most difficult to detect, both by this method and by 
spinal myelography. They believe that myodil ventric- 
ulography is the safest and most informative technique 
for obstructive lesions of the posterior fossa. 

—George L. Potter. 


Transsternal Internal Mammary Phlebography for 
Demonstrating Intrathoracic Adenopathy in Breast 
Cancer (La phlébographie mammaire interne trans- 
sternale), J. BREHANT, F. Pinet, R. ScHEMLA, and M. 
Touati. Presse méd., 1961, 69: Suppl. 140. 


InasMucH as the incidence of endothoracic lymph 
node involvement with breast carcinoma is 20 to 30 
per cent, depending on the location of the lesion, fore- 
hand knowledge of such extension of the tumor would 
be very useful in planning surgical and radiation 
therapy. Standard surgical and roentgenologic tech- 
niques fail to yield precise definition of the presence 
and extent of mammary chain lymphatic involve- 
ment. The juxtaposition of these nodes to the internal 
mammary veins prompted the authors to investigate 
the possibilities of phlebography as a diagnostic aid. 

They injected 40 ml. of contrast dye intramedullarly 
in the exact center of the inferior portion of the 
sternum and took roentgenograms at the beginning, 
middle, and end of the injection. Fifty patients were 
studied. The contrast medium enters the internal 
mammary veins, opacifies them, and makes possible 
the outline of these vessels as well as their communi- 
cators. In the normal patient, these vessels are smooth 
continuous trunks. The presence of enlarged lymph 
nodes causing obstruction or compression produces a 
variety of patterns which are abnormal. These are 
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manifested by discontinuity, notching, amputation, 
compression, reflex, or shunt, singly or in various 
combinations. 

A series of 24 beautifully clear photographs and 
descriptive legends detail the normal, the abnormal, 
and the unequivocally pathologic phlebograms. 

—Edwin 7. Pulaski. 


Intravenous Abdominal Aortography in Treatment 
of Abdominal Aortic Aneurysms. IsRAEL STEINBERG 
and S. W. Moore. 7. Am. M. Ass., 1961, 175: 446. 


A TECHNIQUE which avoids the hazard of direct aortic 
puncture in the performance of abdominal aortog- 
raphy is described. This method involves the rapid 
intravenous administration of the organic iodide and 
subsequent visualization of the entire aorta, if desired, 
and the peripheral runoff. A No. 12 gauge needle is 
inserted into a large vein in each arm and, by means 
of a mechanical injection device, the entire dose of the 
dye can be delivered in 1.5 to 2 seconds. The timing 
for the roentgenographic exposure of the aorta or the 
peripheral runoff is estimated from the results of a 
previously made test of circulation time. 

The authors report on 305 patients who have had 
abdominal aortography and peripheral arteriography 
with this technique. Complications were observed in 
only 2 patients. One had a transient episode of supra- 
orbital edema. The other suffered a sudden onset of 
fatal pulmonary edema 6 hours after the injection. 

In the authors’ opinion this method gives excellent 
visualization of these arteries without the hazards of 
direct aortic puncture. The technique also allows re- 
peated injections if necessary. The case histories and 
aortograms of 4 selected patients in whom this tech- 
nique was of great clinical value are presented. 

— John W. Braasch. 


Complications in Aortography and Arteriograph 
(Komplikationen bei Aorto- und 
W. Korue and R. Repine. Zbl. Chir., Leipzig, 1961, 
86: 40. 


CONTRAST ROENTGENOGRAPHY has become a major 
diagnostic procedure in many fields of medicine. A 
prerequisite for results is the absence of complications. 
This is accomplished by good puncture technique, 
selection of the proper contrast medium, and patient 
selection. Advanced age, poor general condition, car- 
diac decompensation, renal and liver disease, and 
allergic tendencies are contraindications to aortogra- 
phy. 

The authors found 23 patients, 18 per cent, with 
complications after aortography in a group of 135 
patients and 11 patients, 14 per cent, after arteriogra- 
phy. Intolerance to the contrast medium was found 
in 6 patients. The most common complications were 
errors in injections—19 paravessel or intramural in- 
jections, 3 punctures of the aortic branches, and 1 
hemothorax were recorded. Two patients had late 
bleeding and thrombosis developed in 1. Anesthetic 
complications such as cardiac arrest and vascular col- 


an 
ed 
tal 
ice 
cla 
rd 
Lic 
of 
sy 
er 
ed 
is, 
| 
as 
rs 
a- 
ne 
nt 
is 
u- 
re 
i- 
re 
|_| 


196 International Abstracts of Surgery - August 1961 


lapse developed in 2. The tri-iodized contrast sub- 
stances are preferred. 

In the cases in which paravascular injections oc- 
curred, subjective and objective symptoms were noted 
as well as transitory increases in body temperature. 
In 1 case in which intramural injection occurred, no 
symptoms were noticed, and the dye was shown to be 
absorbed several hours later. 

No effects were observed when the splenic artery 
was inadvertently injected. Late bleeding occurred in 
the femoral artery after a percutaneous arteriography. 
The authors suggest close co-operation between the 
surgeon and roentgenologist in order to avoid compli- 
cations. —Andrew P. Adams. 


Experiences with 710 Angiograms of the Heart and 
of the Great Vessels (Unsere Erfahrungen bei 710 
Kontrastdarstellungen des Herzens und der grossen 
Gefaesse ). M. Hersst, K. Bocx, G. ScuLeusinec, and 
W. Ursinus. Z6l. Chir., Leipzig, 1961, 86: 97. 


SIX HUNDRED AND NINETY angiograms of the right 
side of the heart and 20 direct-puncture angiograms 
of the left side of the heart were performed without 
mortality at the Karl Marx Clinics in Leipzig, Ger- 
many. The authors thought that in infants this pro- 
cedure was easier to perform than cardiac catheteriza- 
tion. They eliminated side effects by using a nontoxic 
contrast medium of low viscosity, triopac 400, and by 
avoiding general anesthesia. Genéral anesthesia was 
used only in the 20 patients in whom angiography of 
the left side of the heart was performed through direct 
puncture of the left ventricle. 

The authors believe that the fatalities reported in 
the literature could be attributed, in most instances, 
to shock in patients under general anesthesia. 


Selective pneumoangiography with visualization of 
segments of the pulmonary artery tree proved to be 
useful for evaluation of the severity of the pulmonary 
vascular resistance in mitral stenosis. 

The authors prefer the rapid biplane angiography 
with 12 exposures per second to photofluorography. 

—Olga M. Haring. 


Role of Air Mediastinography in the Differential 
Diagnosis of Cardiovascular Anomalies and Surgi- 
cal Tumors (Le réle de la médiastinographie gazeuse 
dans le diagnostic différentiel entre les anomalies 
cardio-vasculaires et les tumeurs dites “chirurgicales” 
du médiastin). M. Bartéry, Cu. Coury, and J.-L. 
Gumpert. Acta chir. belg., 1960, Suppl. 2: 17. 


For the past 10 years the authors have used the tech- 
nique of insufflation of air into the mediastinum to 
obtain roentgenographic visualization and are in- 
creasingly convinced of its usefulness. In certain cases 
the roentgenographic diagnosis of conditions of the 
heart and great vessels may be greatly aided by an 
accurate outline of the morphology of these structures. 
Aneurysms of the aorta and the pulmonary artery, 
acute pericarditis, and tumors of the mediastinum 
are examples of lesions which can be visualized by 
this technique. 

Aneurysms of the aorta are the most frequent of the 
vascular diseases which have been observed. There 
are 12 such cases in this series, amounting to 33 per 
cent of the total group of vascular anomalies and 2.7 


per cent of the total number of patients subjected to 
air mediastinography. Thoracic aneurysms are much 
less common now than in former years when there 
was a predominance of syphilitic aneurysms. Five of 
the patients with aortic aneurysm had extensive athe- 
romas. One of the aneurysms resulted from trauma 
to the thorax which had occurred 2 years previously. 
Among the 12 cases, there were 2 of aneurysms of the 
infundibular portion of the aorta, a location which is 
always difficult to visualize because of the superposi- 
tion of mediastinal organs in this region. Aortic 
aneurysms are often difficult to distinguish from sub- 
sternal masses caused by other lesions, and medias- 
tinography is a great help in this regard. Additional 
information can sometimes be obtained by roentgeno- 
grams made in the Trendelenburg position. 

Aneurysms of the horizontal position of the aortic 
arch are more frequent than those in the infundibu- 
lum and descending portion of the thoracic aorta. In 
three-quarters of the cases, patients are referred with 
diagnoses already established based upon symp- 
toms and positive serologic findings. The creation of 
pneumomediastinum, nevertheless, has furnished a 
method of making the diagnosis more precise and es- 
tablishing the extent of the aneurysm. Seven of the 
authors’ patients had aneurysms of the aortic arch and 
in 2 of these the aneurysms were multiple. 

There were 5 cases of aneurysms of the descending 
aorta. Accessory aneurysms are sometimes discovered 
by mediastinography when they would not be other- 
wise. 

Tumors of neurogenic origin in the posterior medi- 
astinum, especially those of the sympathetic nerve 
ganglion which are sometimes cruciform in shape, are 
difficult to distinguish from other lesions. When this 
lesion is suspected, an accurate diagnosis often can be 
established by the injection of air into the mediastinum 
by the paravertebral route. Cancers and diverticula 
of the esophagus, paraesophageal abscess and para- 
esophagitis are also lesions which on occasion are 
difficult to diagnose accurately, and in these situations 
pneumomediastinography is most useful. The method 
has been used also for delineation of the anatomic ex- 
tent of diaphragmatic hernias. 

Another condition which has been diagnosed on 
mediastinography is aneurysmal dilatation of the 
pulmonary artery. The authors have had 4 cases. 

—Frederick W. Preston. 


Pelviography in Uterine Cancer, with a Specially 
Prepared Contrast Medium (Pelviographie bei 
Uteruskarzinom, durchgefuehrt mit einem eigens zu 
diesem Zweck bereiteten Kontrastmittel). Sapao 
Matsupa and CuikaHIsA Ocuni. Fortsch. Réntgen- 
strahl., 1961, 94: 219. 


THE CARCINOMATOUS INVOLVEMENT of the para- 
metrium and the pelvic lymph channels has great 
therapeutic importance, but can only be estimated by 
bimanual examination prior to operation. Com- 
mercially available injectable contrast media are not 
concentrated enough to give clear shadows. The au- 
thors have developed a method whereby finely 
granulated active carbon is added to the contrast 


‘medium and injected paracervically after combina- 


tion with hyaluronidase and penicillin. Roentgeno- 
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srams are taken similarly to hysterograrns, every 10 
minutes up to 1 hour, and the best roentgenograms 
are obtained after 20 to 30 minutes when the upper 
lymphatics become visible. The visibility of the 
lymph vessels and their width between nodes can be 
related to carcinomatous involvement, especially 
when tomograms are utilized. The roentgenographic 
demonstration of such anatomic findings was con- 
firmed in many cases by operation or pathologic 
diagnosis. 

A great disadvantage of the method is the iatro- 
genically induced anthracosis of the pelvis, and there 
is little chance that the carbon particles would be 
absorbed, even though they might never cause any 
complications. It might become feasible in the future 
to utilize radioactive calcium or phosphorus for this 
purpose. —W . Dieter Bergman. 


Adenomyomatosis of the Gallbladder. J. CotqguHoun. 
Brit. J. Radiol., 1961, 34: 101, 


THE AUTHOR PRESENTS an excellent review of the his- 
topathology of Rokitansky-Aschoff sinuses. He then 
reviews the various theories of causation and, because 
of the lack of inflammatory change around many of 
the sinuses and because of the increase in muscle tis- 
sue rather then decrease, he believes that inflamma- 
tory causes or weaknesses in the muscular wall are 
not apt to be predisposing events. As the findings are 
rarely seen in the young and are more commonly 
seen in the older age group it is believed that ade- 
nomyomatosis is essentially a degenerative process 
associated with ageing. 

The roentgenographic diagnosis of their presence is 
becoming more commonplace with improvement in 
the radiopaque materials used in gallbladder diag- 
nosis. The author recognizes several different types of 
adenomyomatosis depending principally on the lo- 
cation of the disease. He describes a general type, a 
segmental type, and a fundal type. The fundal type 
may occasionally be confused with a phrygian cap. 

The author emphasizes that the disease is a symp- 
tomatic one consisting of epigastric or right upper 
quadrant discomfort after meals and sometimes even 
severe pain perhaps caused by the contraction of the 
excessive hyperplastic muscle. The vagueness of the 
symptoms may make the clinician unwilling to ac- 
cept the roentgenologic diagnosis as being significant. 
The author believes that adenomyosis should be 
treated only if symptoms are moderately severe and 
he likens it to the treatment of uncomplicated asymp- 
tomatic gallstones. He emphasizes that the incidence 
of malignancy is rare. —Frank R. Hendrickson. 


The Percutaneous Cg Oe and the Intra- 
i 


splenic Adrenalin Test in Liver Cirrhosis (Die 
perkutane Splenoportographie und der intrasplenale 
Adrenalintest bei der Leberzirrhose). R. BoLLER and 
E. Demer. Fortsch. Réentgenstrahl., 1961, 94: 199. 


Iv 114 patients of a general hospital in Vienna, 
Austria splenoportography was performed. Ten of the 
patients had no disease and served as controls. The 
remaining 104 patients had various liver diseases. A 
laparoscopy was carried out in all patients in order to 
perform the procedure under direct vision, and 
general anesthesia was always employed. This method 
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offers the advantages of fewer complications due to 
puncture of the spleen and early detection of ensuing 
hemorrhages. The induced pneumoperitoneum also 
gives a better outline of the organs on the rcentgeno- 
gram. After the puncture of the spleen, the pressure 
was determired, and then 40 to 60 c.c. of the contrast 
medium, urografin 76 per cent, were injected. This 
was followed by intrasplenic injection of 0.1 mgm. of 
adrenalin. 

The contraction of the organ, which can be 
measured on roentgenograms, gives information 
about the degree of fibrosis. For this, the greatest 
longitudinal diameter was measured before and after 
the injection of adrenalin. There was no change in the 
size of the organ in patients with advanced cirrhosis. 
Considerable splenic enlargement was found only in 
acute hepatitis and advanced cirrhosis. The intra- 
splenic pressure was elevated in inflammatory 
disease of the liver. The adrenalin test is thought to be 
very valuable since portacaval shunts are not always 
demonstrated by the contrast medium, but when they 
are present, the escape of adrenalin from the portal 
venous system leads to an immediate significant 
elevation of peripheral blood pressure. The direction 
of the blood flow in shunts can also be determined, 
since only hepatofugal flow will allow the adrenalin to 
reach the caval system. —Eckhard Fischer. 


The Current Treatment of Intussusception (Ueber 
den heutigen Stand der Invaginationsbehandlung). 
J. M. Norventort. Fortsch. Rontgenstrahl., 1961, 94: 
181. 


Ir was in 1905 that Hirschsprung published his re- 
port of 107 cases of intussusception in which an at- 
tempt at primary conservative treatment with the 
roentgenologic method was made. This method is 
still viewed with much skepticism in other countries, 
whereas in Denmark a barium enema 's given in 97 
per cent of the patients suspected of intussusception. 
In 1927 other investigators in France, Sweden, and 
the United States advocated its use. Interestingly, the 
disease seems to be about eight times more frequent in 
Denmark than in central Europe. 

It is important to give a barium enema at the 
slightest suspicion of intussusception and not wait 
until rectal bleeding occurs. The author’s technique 
is as follows: After scout roentgenograms of the 
abdomen are taken with the patient in the supine and 
upright positions, a diagnostic barium enema under 
low pressure is given and immediately followed by a 
therapeutic enema under pressure of 75 to 100 c.c. of 
water. The pressure may be higher in cases in which 
the onset is less than 24 hours, but may never exceed 
150 c.c. of water. Good occlusion of the anus is of 
prime importance; manipulation of the abdomen is 
avoided. If the cecum fills completely and there is 
good reflux into the ileum, the treatment can be con- 
sidered successful, but postevacuation roentgeno- 
grams are very valuable in cases of doubt. Repeated 
attempts are permissible before an operation is 
indicated. The incidence of perforation is low; there 
were 4 among 1,184 cases. The author treated 1,042 
patients at the district hospital at Aalborg, Denmark 
between 1928 and 1935 with an over-all mortality 
rate of 19.4 per cent. Of 796 patients treated between 
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1944 and 1949 collected from all Danish hospitals, 
only 9.2 per cent died. There are many tables and 
reproductions of roentgenograms to illustrate the use- 
fulness of the method. —Eckhard Fischer. 


Medical Applications of X-Ray Television. Hajime 
Matsupa, TapasH1 NaGaoka, Goro Takal, and 
Kaoru Ninomiya. Am. 7. Roentg., 1961, 85: 352. 


REDUCTION in radiation exposure to patient and roent- 
genologist during diagnostic roentgenographic ex- 
aminations has been accomplished by use of image in- 
tensification. This innovation has increased detail 
perceptibility and brightness to a degree that has 
made possible application of the television principle 
and remote viewing of the fluoroscopic screen, which 
essentially eliminates the radiation hazard to the 
roentgenologist. 

Since 1959, the authors have used closed circuit 
television for roentgen diagnosis in the Department 
of Radiology, Center of Adult Diseases, Osaka, Japan. 
Their equipment consists of a roentgen ray machine 
with a maximum output of 50 ma at 125 kv, 500 ma 
at 90 kv for 1 second, or 3 ma at 120 kv for continuous 
use, a Phillips 5 inch image intensifier, and a closed 
circuit television with a 14 inch and a 17 inch screen 
of the ordinary television picture tube for fluoroscopy 
and indirect roentgenography. In addition, a tele- 
vision camera and monitor for remote viewing, and a 
tilting table are used. Thus, the image can be viewed 
in both the examination room and the control room. 
The roentgen image on the monitor in the control 
room can be photographed on either 35 mm. roll 
film or 16 mm. cinefilm. 

In this setup the vidicon camera system was used 
because this device can be operated by roentgenolo- 
gists without the use of electronic engineers and also 
because the signal noise ratio of the televised roent- 
gen-ray image is far better than that of the image 
orthicon camera. The image orthicon camera is ex- 
tremely sensitive and would eliminate need of an 
image intensifier, but detail perceptibility with the 
image orthicon camera and the conventional fluores- 
cent screen is inadequate. Limited experience with the 
image orthicon image intensifier system suggests that 
it may prove useful in the future. 

Telefluoroscopy offers an image superior in both 
brightness and sharpness to that on the conventional 
fluoroscopic screen, and the roentgenologist can take 
still or movie films of the image without exposure to 
radiation. With introduction of a fluoroscopic table 
operated by remote control it will not be necessary 
to have any operator in the room with the patient. 
The dose is not greater than in conventional fluoros- 
copy, but is greater than that in fluoroscopy using the 
image intensifier without television. The authors 
believe that cineroentgenography employing the 
roentgenographic television monitor—telecineroent- 
genography—appears to be one of the most useful 
techniques in the domain of roentgen diagnosis. They 
recommend that the following factors may be useful in 
overcoming present problems with the method: (1) 
increase in milliamperage, (2) employment of a more 
sensitive vidicon tube in low brightness level, and (3) 
improvement in the efficiency of the optical com- 
ponent between the image intensifier and the vidicon. 


The use of the storage tube which recently has been 
developed will make it possible electronically to store 
the images on the television screen for any length of 
time without further radiation to the patient. 

—Lois Cowan Collins, 


ROENTGEN AND COBALT TELETHERAPY 


Radiotherapy of Malignant Melanomata of the Eye. 
M. LepERman. Brit. 7. Radiol., 1961, 34: 21. 


THE AUTHOR REVIEWS the patients with malignant 
melanomas seen in and about the eyes at a British 
hospital from 1941 to 1959. In all, some 197 patients 
are reviewed, 53 of these having lesions of the choroid, 
2 of iris and ciliary body, and the rest of the material 
being epibulbar; of the 53 intraocular lesions, 42 were 
actually treated. Seventeen of these patients have sur- 
vived from 3 to more than 5 years at the time of this 
report. 

The principal portion of the report concerns the 
treatment of the epibulbar malignant melanomas 
which includes lesions arising in or about the limbus, 
conjunctiva, and lids. According to Reese, to whom 
the credit for much of the knowledge of the epibulbar 
lesions should go, the majority of the limbal and con- 
junctival melanomas probably arise as a part of the 
process of cancerous melanosis rather than malignant 
change in a pre-existing mold. The author believes 
that many of the lesions about the eye have consider- 
ably different radiation sensitivity than malignant 
melanomas elsewhere. He believes that radiosensi- 
tivity depends on several things, the first being the site 
of the tumor; the nearer the tumor lies to the limbus 
the more radiosensitive it is apt to be. The nearer it 
lies to the cutaneous surface the more radioresistant 
it is apt to be. The flat, nonelevated lesions respond 
more slowly than do the more bulky lesions and, also, 
the amount of pigment seems to be directly relatable 
to the radioresistance of the lesion. 

The author presents a review of his experience in 
treating patients with these lesions and the changes in 
treatment techniques that have taken place over the 
years. Of the 22 patients with limbal lesions treated, 
17 are alive and well more than 3 years. Of the 10 
with conjunctival lesions, 9 are similarly well, and of 
those with the lid lesions treated, 4 of 5 are well more 
than 5 years. 

The author believes that he has demonstrated the 
definite radiosensitivity of these tumors and their in- 
herent good prognosis once so treated. He makes a 
plea for more careful selection of patients and ade- 
quate use of roentgenotherapy, enabling patients to 
avoid orbital exenterations. —Frank R. Hendrickson. 


Radiation Therapy of Angioma of the Tongue 
(Radioterapia degli angiomi linguali). G. F. Garust 
and A. Corrnatpest. Radiol. med., Milano, 1960, 46: 
1086. 


TWENTY-FOUR CASES Of angioma of the tongue seen 
over a 30 year period at the Radium Institute of 
Bologna, Italy are reported in this article. The age of 
the patients ranged from 2 months to 70 years. The 
female to male ratio was 2 to 1. The angiomas were in 
the great majority of cases of small dimensions and 
located at the lateral border of the tongue. 
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The treatment of choice consisted of plesioroent- 
genotherapy except for the large tumors or for the 
tumors located posteriorly. In these instances, deep 
roentgenotherapy and interstitial radium therapy 
were employed. The total doses were as follows: 
plesioroentgenotherapy 1,500 to 3,000 r, deep roent- 
genotherapy 500 to 1,000 r, and radium therapy 0.3 
to 0.5 mc.d./c.c. of tissue. 

Twelve patients were treated with plesioroentgeno- 
therapy and excellent results were obtained in 9. 
Three patients received deep roentgenotherapy and 
good results were observed in 1 who had been pre- 
viously unsuccessfully treated with plesioroentgeno- 
therapy. Radium therapy was used in 8 patients and 
excellent results were obtained in 6. One of the 2 pa- 
tients in whom the radium treatment was unsuccessful 
was subsequently treated with plesioroentgeno- 
therapy and satisfactory results were obtained. 

— Maria Serratto. 


Pretherapeutic Physical Experiments with High 
Energy Protons. Borjz Larsson. Brit. 7. Radiol., 
1961, 34: 143. 


Tue AUTHOR describes the facility for securing high 
energy protons in an external beam from the synchro- 
cyclotron in use at the University of Uppsala, Sweden. 
He describes the collimating and focusing devices 
which are in use. The particle flux, ionization, and 
mean LET are discussed with comments about the 
dosage calculations with narrow and broad beams. 
From the physical point of view this instrument pro- 
vides facilities for precise selective irradiation of deep 
structures with a proton beam. Those more interested 
in the technical aspects are referred to the original 
article. —Frank R. Hendrickson. 


Advantages, Indications, and Results of Malignant 
Tumor Therapy with Cobalt Radiation (Vorteile, 
Indikationen und Ergebnisse der Telekobalttherapie 
bei der Behandlung boesartiger Tumoren). E. 
ScHNEPPER and H. Cramer. Med. Welt., 1960, p. 2675. 


THE PROGRESS of tumor therapy with ionizing radi- 
ation in the past decade was the result of applying 
techniques utilizing high energy electrons. This de- 
velopment was made possible with the availability of 
radioactive isotopes such as that of cobalt, Co. The 
half-life of 5.3 years and the high specific activity are 
valuable characteristics. 

The main advantage of the cobalt irradiation for in- 
ternal cancers includes the lack of deleterious effects 
on the skin and healthy tissues, better tolerance to the 
irradiation by the patient, lack of bone necrosis, and 
reduction of the irradiation field. Applying the Co® 
teletherapy, a higher irradiation dose can be de- 
livered to a tumor located in depth than with the con- 
ventional 200 kv. roentgenographic machines. 

Cobalt therapy is indicated in tumors such as bron- 
chogenic carcinomas, esophageal carcinomas, medi- 
astinal tumors, and carcinomas of the rectum. Renal, 
suprarenal, and especially bladder tumors are other 
indications. Malignant lymphomas, bone tumors, 
tumors located in back of bones, and more superfi- 
cially located tumors such as mammary carcinomas, 
cancers of the tongue, pharynx, larynx, and tonsils 
are included in the group of cobalt-sensitive tumors. 
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The treatment of superficially located tumors such 
as cancers of the skin and the eye is contraindicated. 

Complications of ionizing radiation characteris- 
tically encountered in certain anatomic areas, such 
as proctitis or cystitis, are in general less severe after 
Co therapy. Cobalt therapy is especially well suited 
to preoperative irradiation. Because of the lack of 
skin reaction, such an irradiated area can be pene- 
trated surgically with impunity. 

The authors state that both curative and palliative 
efforts were significantly increased after introduction 
of cobalt therapy. —Karel B. Absolon. 


Skin and Subcutaneous Reactions Induced by Super- 
voltage Irradiation. LEoNARD M. LiEGNER and 
NorManp J. Micuaup. Am. 7. Roentg., 1961, 85: 533. 


SKIN SPARING CHARACTERISTICS of supervoltage radia- 
tions have been emphasized extensively in the liter- 
ature. These authors evaluated the extent of this skin 
sparing by studying acute and late skin reactions oc- 
curring in 700 irradiated patients. In this group, 
significant skin and subcutaneous reactions were 
found to have developed in 23 patients. The 
mechanisms responsible for the reactions in the 23 
patients were found to be: (1) intertriginous areas 
where the dose to the skin was increased because 
of the tangential incidence of photons and the bolus 
effect of opposed skin surfaces; (2) bolus added to the 
surface or structures, such as the table, which, with 
certain techniques, acted as bolus to increase the 
skin dose; (3) poor columator or cone use which pro- 
duced an electron contamination of the beam result- 
ing in an increased skin dose; and (4) excessive skin 
and subcutaneous tissue doses resulting from unwise 
time-dose selections. 

If these factors are given proper regard, significant 
acute skin reactions will develop in about 2 per cent 
of all patients and in 1 per cent of all patients treated 
significant subcutaneous fibrosis will develop. 

—William T. Moss. 


RADIOACTIVE ISOTOPES 


Evaluation of the Radioactive Renogram in Hyper- 
tension. J. J. Moses, R. J. Prentiss, E. V. Moore, 
J. R. Kiser, and Others. Tr. West. Sect. Am. Urol. 
Ass., 1960, 27: 36. 


THE AUTHORS REPORT their experience with the 
hypaque radioactive renogram. 

After a year of study, they concluded that in their 
hands this procedure could not be accurately com- 
pared with other kidney tests for screening patients 
with hypertension secondary to unilateral renal 
disease. 

They found the excretory urograms to be more 
accurate, less expensive, and less time consuming 
than the hypaque radioactive renograms. 

—Paul R. Leberman. 


Intracavitary ae Therapy. Cuinc Tsenc TENG 


and Sane Yeunc Han. Am. 7. Roentg., 1961, 85: 62. 


THIRTY-SEVEN PATIENTS were given intracavitary 
radiogold for malignant effusions. The results were 
studied with a view of clarifying indications and con- 
traindications for this procedure. 
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Nine of 17 patients with pleural effusions died 
within 2 months. Ten of 20 patients with ascites died 
within 2 months. Hence, early death accounts for the 
highest proportion of poor results. Early death usually 
follows rapid accumulation of fluid and a short 
history. For this reason, patients presenting such find- 
ings probably should not be given gold. 

— William T. Moss. 


Palliation of Osseous Metastases from Breast Carci- 
noma with Radioactive Phosphorus Alone and in 
Combination with Adrenalectomy. JouHn P. Sto- 
RAASLI, RicHarpD L. Kinc, Harvey KriEGER, WIL- 
E, Apsott, and Hymer L. Radiology, 
1961, 76: 422. 


BECAUSE OF BENEFIT from radioactive phosphorus 
(P®) and from bilateral adrenalectomy, the authors 
decided to combine them in the hope that the per- 
centage of improvement could be raised over that 
noted with either method alone. This report details 
their experience with 64 patients treated with P® 
alone or in combination with bilateral adrenalectomy. 

The rationale for the use of P®2, the procedure of its 
administration, and the results obtained since 1948 
with both methods are discussed. The criteria consid- 
ered in the evaluation of the results were: (a) evidence 
of recalcification of bone metastases and (b) survival 
for longer than 6 months after completion of treat- 
ment. 

Forty-two patients were treated with P® alone and 
22 patients with P® and bilateral adrenalectomy. The 
objective benefit observed in the patients treated with 


P® alone amounted to 26 per cent and in the patients 
treated with P® and bilateral adrenalectomy to 68 per 
cent, whereas, as already stated, bilateral adrenalec- 
tomy alone yields a benefit of only 40 per cent. 

The authors, therefore, conclude that the combina- 
tion of P® and bilateral adrenalectomy increases the 
proportion of patients responding to treatment. Pa- 
tients in negative calcium and phosphorus balance 
with predominantly osseous metastases, which are 
known to be hormonally dependent, derive the most 
benefit. —T. Leucutia. 


IRRADIATION INJURIES 


The Problem of Overirradiation. B. W. Franxun 
Bisuop. Brit. 7. Plast. Surg., 1961, 13: 354. 


THE PROBLEM OF overirradiation is one which is 
exercising the minds of plastic surgeons all over the 
world. In the past it has been due to roentgeno- 
therapy in the control of malignant disease. In the 
future we may see these injuries from industry as well. 
The author states that radiation does not always offer 
a cure. At times there is a high degree of persistence of 
the original lesion, in spite of heavy overdosage. 
Radiotherapy can, in a large number of cases, be the 
cause of gross destruction of skin and surrounding tis- 
sues with a persistence of the original lesion. 

The article is well illustrated with 7 typical cases 
which uphold the author’s precept that surgery and 
plastic surgery really offer more certain cure with 
more cosmetically acceptable results. 

—Henry S. Patton. 
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SURGICAL TOPICS OF GENERAL INTEREST 


ETIOLOGIC AND PHYSIOLOGIC RESEARCH 


Cardiovascular Dynamics of Vasovagal Reactions in 
Man. Murray A. GREENE, ADOLPH J. BoLTax, and 
Rosert J. ULBERG. Circulation Res., 1961, 9: 12. 


THE AUTHORS DESCRIBE the cardiovascular dynamics 
of vasovagal reactions of moderate degree occurring in 
2 patients during cardiac catheterization. Syncope 
did not occur, perhaps because the patients were in 
the supine position. Manifestations of vasovagal reac- 
tions included nausea, retching, sweating, pallor, 
restlessness, lightheadedness, and weakness. Drugs, 
venesection, tourniquets, postural changes, carotid 
sinus pressure, and other maneuvers were not utilized 
to precipitate the attacks. The stimulus responsible 
for the reactions in these subjects was not apparent to 
the authors. 

The data available during these reactions indicated 
that reduction in cardiac output, due primarily to 
decreased stroke output, was predominantly respon- 
sible for the arterial hypotension during the vaso- 
vagal reactions in these 2 subjects. The ineffectiveness 
of atropine in restoring hemodynamics in 1 patient 
suggested the importance of inhibition of efferent 
sympathetic activity as a cause of the reaction. Failure 
of peripheral resistance to compensate for decreased 
blood flow suggested inhibition of arteriolar tone. 

—Allan D. Callow. 


The Effect of Drugs upon Experimental Pancreatitis 
in the Rat. D. W. Suort. Brit. 7. Surg., 1961, 48: 446. 


THE AUTHOR evaluated the ability of 5 drugs presently 
recommended in the treatment of pancreatitis to de- 
press pancreatic secretion and alter the pathologic 
course of experimentally induced pancreatitis. An ob- 
structive form of pancreatitis was produced in rats. 
The postoperative amylase level was used to measure 
the level of secretory activity postoperatively. The 
following conclusions were drawn: 

1. Cortisone had no apparent effect upon the serum 
amylase level, the clinical course, or the pathologic 
changes in this form of experimental pancreatitis. 

2. Ganglionic blocking agents—propantheline 
bromide and hyoscine n-butyl bromide—reduced the 
amylase in normal rats with no pancreatic exocrine 
obstruction but failed to reduce high amylase levels 
observed after obstruction. In fact, treated animals 
maintained high amylase levels for longer periods 
than did control animals subjected to obstruction of 
the pancreatic ducts. The prolonged hyperamylasemia 
was attributed to a slower buildup of pancreatic se- 
cretion in treated animals. A reduction in the amount 
of fat necrosis was noted with hyoscine n-butyl 
bromide. 

3. Propylthiouracil had no appreciable effect on 
the extracellular enzymes of the pancreas as measured 
by serum amylase levels and histologic studies. Pan- 
creatitis produced in this study was a mild edematous 


form and, hence, the integrity of pancreatic cells was 
not altered. 


4. Acetazolamide caused a prolonged elevation of 
amylase similar to that observed with ganglionic 
blocking agents; however, the animals appeared more 
ill and acidotic than controls or other treated groups. 

— Marion C. Anderson. 


The Effect of Hypothermia on Experimentally In- 
duced Hemorrhagic Pancreatic Necrosis. Conrap 
B. Jenson, Kamit Imamoctu, D. Root, and 
Owen H. WANGENSTEEN. Gastroenterology, 1961, 40: 
532. 


THE AUTHORS EVALUATED the effect of hypothermia 
on necrotizing pancreatitis induced in dogs, rabbits, 
and rats by several different methods. Rationale for 
local or general cooling in pancreatitis was based 
upon the depressant action of cold upon the activity 
of enzyme systems. 

In the dog, pancreatic exocrine secretion after pilo- 
carpine stimulation was markedly reduced by pan- 
creatic hypothermia at 15 to 23 degrees C. 

The mortality rate from pancreatic necrosis, pro- 
duced either by intraductal injection of bile salts or 
duodenal juice or by the induction of Schwartzman 
reaction, was slightly higher when either localized or 
general hypothermia was employed. 

The authors conclude that it is likely that hypo- 
thermia had a detrimental effect on these experi- 
mental forms of pancreatitis. They suggest that the 
lethal factor in pancreatic necrosis is not based on 
enzyme processes which can be altered by tempera- 
ture reduction. — Marion C. Anderson. 


Pathophysiology and Treatment of Renal and Entero- 
renal Forms of Calcium Diabetes (Physiopathologie 
et traitement des formes rénales et entéro-rénales du 
diabéte calcique). A. Licuwitz, S. pe Séze, D. 
Hioco, R. Paruier, and Others. Sem. hép. Paris, 1961, 
37: 674. 


Exmination of calcium into the urine conforms to 
the functional state of three systems of the body, each 
of which is subject to a wide variety of influences: the 
intestine, which absorbs or excretes calcium subject to 
a number of influences; bone, which stores or loses 
calcium; and the kidney, which, after filtering calcium 
ions, has the capacity for tubular reabsorption of 
significant amounts. As a guide to treatment, the 
author and his coworkers attempted to establish 
whether excessive elimination of calcium in urine, 
which is the principal manifestation of calcium dia- 
betes, is due to faulty tubular reabsorption, increased 
intestinal absorption, or enhanced osteolysis. 

Renal excretion studies failed to indicate genetic, 
infectious, or calculus formation influences and did 
not establish that calcium diabetes represents an 
anomalous disturbance of tubular absorption of 
calcium ions. Increased rate of transintestinal transfer 
of calcium has been attributed to a compensatory 
mechanism whose purpose is to replace calcium ion 
lost by the kidneys. Demonstration that there is de- 
creased urinary excretion of calcium when oral sodium 
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phytate was given to block intestinal absorption of this 
ion suggests that calcium diabetes is a complication 
not of the kidney but rather of hyperabsorption of 
calcium through the gastrointestinal mucosa. Ab- 
sence of participation of bone in this syndrome is ex- 
plained by the increased intestinal transport to 
compensate for losses in the urine. 

On the basis of the foregoing studies, logical treat- 
ment of calcium diabetes would seem to be low 
calcium diet and sodium phytate. Diet, in the authors’ 
experience, is difficult to calibrate without elaborate 
balance studies and benefits seem short lived because 
of parathyroid activity and other compensatory 
mechanisms. The cationic exchange resin, sodium 
phytate, which reduces intestinal reabsorption of 
calcium, in turn reduces the magnitude of hyper- 
calciuria but fails to reduce urinary excretion to 
normal levels in some instances. In these instances the 
adjunct use of benzothiazide shows promise. 


—Edwin 7. Pulaski. 


Biochemical Distinction Between Renal and Entero- 
renal Forms of Calcium Diabetes (Les forme rénales 
et entéro-rénales du diabéte calcique essai d’individua- 
lisation biochimique). A. LicHwitz, S. pE Sze, D. 
Hroco, R. PARuIER, and Others. Sem. hép. Paris, 1961, 
372 663. 


IDIOPATHIC HYPERCALCIURIA, which is peculiar to 
man, is manifested principally by a urinary excretion 
of more than 300 mgm. of calcium/24 hours. There 
are, however, many conditions which are associated 
with hypercalciuria, and distinction between renal 
and enterorenal forms heretofore has rested, in the 
main, on negative signs, e.g., the absence of renal 
lithiasis. The author and his associates from the 
National Institute of Hygiene, Paris, France report on 
the results of biochemical screening of patients with 
hypercalciuria for the purpose of categorizing the 
renal and the enterorenal entities on positive rather 
than on negative information. 

Fifty patients with hypercalciuria were studied, 29 
with a variety of clinical syndromes but without renal 
lithiasis, and 21 with lithiasis with or without infected 
urine. The studies included standard calcium to 
phosphorus determinations of blood and_ urine, 
balance studies, and the influence on these electro- 
lytes of a variety of influences such as oral sodium 
phytate, intravenous infusions of calcium, and ad- 
ministration of calciferol; recheck of data was made 
using radioactive calcium in selected instances. 

From these detailed observations the authors single 
out 3 that appear to provide for differentiation be- 
tween the renal and enterorenal forms of calcium 
diabetes: (1) significant fall, after oral sodium phy- 
tate, of calcium excretion in the urine, but with a per- 
sisting residual hypercalciuria, indicating renal 
disease; (2) the elimination in excess of 40 per cent of 
a dose of infused calcium, the body being unable to 
combat this excessive urinary elimination by increased 
retention; and (3) in the enterorenal form, the con- 
sistent significant reduction of fecal calcium, which 
helps explain the equilibrium of calciuin in the body 
and why bony decalcification seldom occurs. 

Persisting hypercalciuria, then, is the principal 
sign of calcium diabetes. —Edwin J. Pulaski. 


CANCER RESEARCH AND CHEMOTHERAPY 


The Influence of Drugs on Host-Tumor Relationships 
in Cancerology and Their Therapeutic Implica- 
tions (Rapports hote-tumeur et médications de terrain 
M. A. Ravina. Presse méd., 1961, 

9: 421. 


THE AUTHOR has been evaluating the influence of 
cystostatic and cytolytic antineoplastic agents for the 
purpose of circumventing their suppressive effects on 
bone marrow function. He has sought further insight 
into the complex of host-tumor relationships with the 
objective of stimulating host antitumor defenses. The 
peripheral inflammatory reaction surrounding the 
tumor has been especially studied, since the intensity 
of this reaction would appear to localize the tumor or 
enhance its growth by distention of contiguous tissue 
spaces. 

In this report he documents observations over a 2 
year period on more than 100 patients with advanced 
cancer who received adjunctive flacitran therapy, a 
magnesium complex of the flavine class of compounds 
extracted from citrus plants. Flacitran, in addition to 
its vitamin P properties, when given in sufficiently 
high doses, is capable of trophic action on elastic sub- 
stances and protection of reticulin fibers. It has doubt- 
ful effects on tumor cell proliferation per se. Effects on 
elastic substance include enhanced vascular resistance 
and permeability; in addition, there is a nonvascular 
effect on elastic and elastogenic elements, manifested 
by increased elastogenesis. In experimentally pro- 
duced tumors this magnesium chelate has been 
demonstrated to interfere with lymph node spread by 
inducing an intense perineoplastic elastogenic re- 
sponse. 

In humans receiving cancer radiation and/or 
chemotherapy, flacitran appears to influence myelo- 
poiesis, protecting leukocytes and exerting beneficial 
effects on anemia and a bleeding tendency. In addi- 
tion, magnesium chelate therapy appears to reinforce 
the host-tumor response by intensifying the perineo- 
plastic inflammatory reaction. The results noted sug- 
gest that flacitran, which is essentially nontoxic, shows 
sufficient promise in the preparation and aftercare of 
patients subjected to classical cancer therapy, oper- 
ative and nonoperative, to be integrated into such 
therapeutic programs. Representative case sum- 
maries are given. —Edwin F. Pulaski. 


Progestational Agents in the Treatment of Carci- 
noma of the Endometrium. Rita and 
H. Baker. WV. England J. M., 1961, 264: 216. 


THE DEMONSTRATION that hormonal alteration of the 
host could produce worthwhile regressions in certain 
malignant lesions developing under hormonal control 
encouraged the authors to investigate other organs 
such as the uterus. The profound effect of progesterone 
on the normal endometrium and the apparent sensi- 
tivity of this tissue and its neoplastic offspring to 
hormonal stimuli led them to use progestational 
agents in the therapy of far advanced endometrial 
carcinoma. 
The series includes 21 patients with endometrial 
carcinoma, most of whom had _ been previously 
treated with hysterectomy or roentgenotherapy oF 
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both. Various progestational agents were used, in- 
cluding aqueous suspension of progesterone, pro- 
sesterone in oil, and 17 alpha-hydroxyprogesterone 
caproate. Dosages varied from 150 to 1,000 mgm. 
weekly and were well tolerated. Objective response 
with satisfactory symptomatic relief was obtained in 6 
patients. The duration of the response ranged from 9 
months to 4.5 years. Fifteen patients showed no ob- 
jective response, although some of these had some 
subjective relief. 

It may be concluded that approximately one- 
third of this series of patients has achieved definite 
objective response to their treatment with progesta- 
tional substances. The mechanism of their action is 
not known. — Donald C. Geist. 


Reticulum Cell Sarcoma Complicating Atopic Der- 
matitis. Curis J.D. ZARAFONETIS. Cancer, 1961, 14: 5. 


AN UNUSUAL CASE of cutaneous reticulum cell sarcoma 
complicating chronic neurodermatitis in a male pa- 
tient is described. 

Remission in both processes was achieved through 
the administration of large daily doses of potassium 
p-aminobenzoate—potaba—for some 28 months. 
Gradual recrudescence of the inflammatory process 
has occurred since treatment was stopped, but there 
has been no recurrence of reticulum cell sarcoma for a 
period of 5 years. 

The use of potaba in the treatment of this type of 
neoplasm represents a departure from the conven- 
tional cytotoxic agents presently employed. 

Since the pharmacologic use of a normal bio- 
chemical substance has resulted in the prolonged re- 
mission of a neoplasm, it is believed that this observa- 
tion holds encouraging implications with regard to an 
approach to cancer chemotherapy in general. 

Excellent photographs and microscopic sections of 
lesions are reproduced. —Ernest D. Bloomenthal. 


Clinical Observations and Statistical Evaluation of 
780 Sarcomas (Klinische Beobachtungen und statis- 
tische Auswertung bei 780 Sarkomkranken). G. Orr 
and R. Frey. ngenbecks Arch. klin. Chir., 1960, 
295: 971. 


ALTHOUGH connective tissue comprises 80 per cent 
of the body mass, it is responsible for only 5 per cent 
of the malignant tumors. In the period from 1925 to 
1959, 780 histologically verified sarcomas were re- 
ported at the University of Heidelberg Surgical Clin- 
ics, Heidelberg, Germany. From this number, 722 or 
93 per cent of patients were followed up during the 
entire course of the disease. The incidence of sarcoma 
increased with age, demonstrating that this is not a 
disease of children and young adults. 

The age of maximum occurrence is diffierent for 
each type of sarcoma. Many sarcomas occur at about 
the age of 40, whereas bone sarcomas occur at about 
the age of 30, and urogenital sarcomas have their 
maximum occurrence at about the age of 20. Also 
demonstrated in this study is the varying significance 
of sarcomas at various ages. An analysis of the interval 
between the time a diagnosis was established and death 
of the patient demonstrated a significant difference, 
the shortest period being 6 months for a Wilms tumor 
and the longest average time being 33.7 months for 
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vascular sarcomas. Malignant melanomas averaged 
27.7 months, connective tissue 23.4 months, and bone 
20.9 months. 

Although the Wilms tumor has a bad prognosis, 
the authors were able to save 1 patient of 23 who 
was operated on at the age of 11. The fibroplastic 
soft tissue sarcomas seldom metastasize, and usually 
late surgical excision is the treatment of choice because 
roentgenotherapy is rarely useful in this long process. 

Reports in the literature vary enormously and are 
impossible to compare. The reason offered is the failure 
to consider all the factors involved. In order to com- 
pare data on various sarcomas, the authors utilize a 
corrected mortality curve. In the patients studied 
32.1 per cent had a 5 year cure, 10 per cent of this 
group died within the following 5 years, and 7 of the 
surviving 36 patients expired after 10 years. The 
authors conclude that the internationally accepted 
5 year cure interval is not applicable to sarcomas. 

— Andrew P. Adams. 


Regional Chemotherapy Via Intra-arterial Perfusion 
for Malignant Neoplasms. J. S. STEHLIN, Jr., R. L. 
Cxark, JR., and E. C. Wuire. Bull. Soc. internat. chir., 
1960, 19: 543. 


REGIONAL PERFUSION of malignant lesions was begun 
at the University of Texas M.D. Anderson Hospital 
and Tumor Institute, Houston, Texas in December 
1957. One hundred and five perfusions have been 
carried out in 87 patients. The tumors were located 
in the extremities and were largely melanomas. In 
a small number, the head and pelvis were the pri- 
mary sites. The chemotherapeutic agents used prin- 
cipally were p-di-(2-chloroethyl)-amino-L-phenylala- 
nine (PAM) and methyl-bis (B-chloroethylamine 
hydrochloride (HN.). Patients with melanoma re- 
ceived PAM almost without exception. 

Relatively low flow rates were used for the extremi- 
ties and they permitted better mixing of the drug in 
the tumor. Dosage varied with the vessel perfused. 
HN; dosage ranged from 20 to 50 mgm. and PAM 
from 50 to 150 mgm. The duration of the perfusion 
varied with the type and dosage of the agent used. 
With HN,, the procedure was terminated 20 minutes 
after the last dose was given and with PAM 60 to 90 
minutes after. The most important considerations in 
determining proper dosage were (1) local tissue toler- 
ance and (2) the leakage factor. There was hardly any 
leakage in perfusions of the distal extremities. Per- 
fusions were performed through the aortic, axillary, 
iliac, femoral, popliteal, and external carotid vessels. 
For malignant lesions of the extremities, perfusion 
was used as an adjuvant to excision of the neoplasm 
and in certain cases with lymph node dissections. 

The most important systemic complication was 
bone marrow depression resulting from leakage of the 
drug into the general circulation. The most serious 
local complications were blistering and gangrene. 
There was 1 death in the entire group of patients. 

The most impressive results were observed in the 
melanomas. Two fibrosarcomas and 1 lymphangio- 
sarcoma exhibited marked regression. Four squamous 
carcinomas showed pronounced regression. Others 
could not be evaluated well enough objectively to de- 
termine results. 
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The authors believe that the method is still in 
the experimental stage and do not recommend it as 
a standard therapeutic method for all patients. 

— Donald C. Geist. 


Effects of Combined Roentgen Irradiation and 
Chemotherapy on Transplanted Tumors in Mice. 
Hatvor VERMUND, JAMES Hopcett, and FRep J. 
ANSFIELD. Am. 7. Roentg., 1961, 85: 559. 


5-FLUOROURACIL, actinomycin P,, or cytoxan were 
administered alone and with local fractionated 
roentgen irradiation to Swiss Webster albino mice 
possessing sarcoma 180 and to the C;H mice possess- 
ing mammary adenocarcinoma. The incidence of 
tumor regression was compared with that obtained 
from roentgen irradiation alone. 

Increased inhibition of growth of tumors as well as 
prolonged survival was noted when the combination 
of chemotherapy and roentgen irradiation was used in 
comparison to either alone. Optimal doses are under 
study. —William T. Moss. 


Advanced Malignant Neoplasms Treated with Nitro- 
gen Mustard and Hormones (Tratamiento de neo- 
plasias malignas avanzadas con mostaza nitrogenada 
y hormonoterapia). A. VaRas Espejo, J. KAPLAN, R. 
EBERHARD, and M. Pastenes. Rev. med. Chile, 1960, 
88: 809. 


TWENTY-EIGHT PATIENTS with advanced malignant 
neoplasms, most of them previously subjected to oper- 
ation, some managed by roentgen therapy, and a few 
with no previous treatment, constitute the material of 
this report. 

All patients were treated with 50 mgm. of nitrogen 
mustard per day for 8 days, associated with either 
ACTH or dexamethasone according to a routine de- 
tailed by the authors. 

Subjectively, there was a general sense of well-being 
and increase in appetite in most cases. Sedation was 
required less often. Besides, regression of metastases 


was noted and favorable changes in size and amount 
of fibrotic tissue were evident roentgenographically, 
It is considered that hormones permitted a great tol. 
erance to massive doses of nitrogen mustard and/or 
roentgen therapy. 

The rationale for this therapeutic method could be 
explained by a mechanism of stress and general 
adaptation, according to the Selye theory. 

— Jaime Barcena. 


ORGAN TRANSPLANTS 


Substitution of the Urinary Bladder with Free Gall- 
bladder Autograft (Sostituzione della vescica urinaria 
con innesto libero autoplastico di colecisti), REALE 
Lotro and LamBertTOo. Osp. ital. chir., Firenze, 
1961, Suppl. 1. 


THE GALLBLADDER was used for the partial substitu- 
tion of the urinary bladder in an experimental study 
conducted in 41 rabbits. Four different techniques 
were considered but only the last one was used; it 
proved to be completely satisfactory. This technique 
consisted in the partial resection of the urinary blad- 
der, suture of the cholecyst to the remaining portion 
of the bladder, and implantation of the ureters into 
the cholecyst. 

Two small polyethylene catheters were passed from 
the urethra into the ureters and left in place for several 
days. In 9 of the 12 animals operated upon with this 
technique good anatomic and functional results were 
obtained. In some animals, vesicoureteral reflux was 
observed but this seemed to have no effect on the 
kidneys, and blood chemistry revealed a normal renal 
function. In 1 animal autopsy revealed the presence 
of bilateral hydronephrosis with no obvious reason, 
and unilateral hydronephrosis due to kinking of the 
ureter was observed in another animal. The third 
failure resulted from gangrene of the bladder with 
subsequent perforation and urinary peritonitis. 

— Riccardo Benvenuto. 
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